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ABSTRACT 
FACTORS RELATING TO THE QUALITY OF ADULT ADJUSTMENT 
IN FEMALE VICTIMS OF CHILD SEXUAL ABUSE 
MAY, 1989 
JOAN M. FEATHERMAN, B.A., WELLESLEY COLLEGE 
M.ED., UNIVERSITY OF MASSACHUSETTS 
ED.D., UNIVERSITY OF MASSACHUSETTS 
Directed by: Professor Marla R. Brassard 
This study explored how adult adjustment in women who 
were sexually abused as children relates both to the 
developmental level and to the perceived quality of these 
subjects' relationships with adults during the period of 
sexual abuse. Fifty-eight women who were severely sexually 
abused during childhood by trusted older males volunteered 
to be interviewed. The interview consisted of four 
structured measures and took approximately four hours. 
Adult adjustment was defined as current mental status, work 
adjustment, sexual adjustment, frequency of social contact, 
use of leisure time, quality of intimacy, and lifetime 
mental status. A multivariate analysis of covariance was 
performed, with the covariates relationship to perpetrator, 
use of force, duration of abuse, and age when the sexual 
abuse ended. 
A reported positive quality of relational context in 
childhood at the time of the sexual abuse was significantly 
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CHAPTER I 
INTRODUCTION 
Purpose 
The purpose of this study was the examination of the 
mental status and self-reported quality of social 
adjustment in adult women who were sexually abused as 
children. The study explored the way in which the quality 
of adult adjustment relates to the developmental level of 
the sexually abused child (defined initially as age of 
onset), the presence or absence of meaningful intimate 
relationships with adults during the period of the sexual 
abuse, as recalled by each adult subject, and the 
interaction of these two variables. 
Using a structured interview with voluntary 
participants, the study investigated long-term effects of 
sexual abuse on women who were abused as children by men 
who were known to them. While there is a growing concern 
about and documentation of boys sexually abused by men 
(Finkelhor, 1984; Markson, 1986) and children sexually 
abused by women (Faller, 1987), the female-victim/male- 
perpetrator model is by far the most familiar and prevalent 
abuse scenario. The interview process was designed to be 
sensitive to the difficulty of the subject matter, and 
respectful and appreciative of the participants. Methods 
of data analysis included 2x2 multivariate analyses of 
covariance as well as other types of univariate analysis. 
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Many studies have explored either short or long-term 
sequelae of childhood sexual abuse by focussing on children 
soon after they are abused or on adults long after the 
abuse has ended. Fewer studies have followed abused 
children into adulthood, documenting both short and long¬ 
term impact in the same population. Browne and Finkelhor 
(1986) have criticized a focus only on the long-term impact 
of childhood sexual abuse as "adultocentric", too often 
dismissive of the tragic impact on the life of the child at 
the time of the abuse. Since children are often unable to 
speak directly or eloquently about the devastation of abuse 
on their lives, however, and since they often do not speak 
of abuse until they are adults, investigating the impact of 
childhood abuse in adults retrospectively accomplishes two 
important purposes: it provides a conceptual framework to 
inform more effective clinical approaches with adult 
victims, while at the same time adding depth and foresight 
to strategies for early and successful interventions with 
children, as clinicians become better able to predict and 
possibly prevent the pathologizing of post traumatic 
adaptations. 
A difficulty inherent in retrospective studies of 
adult sexual abuse survivors is the high degree of memory 
loss common to this population (Herman & Schatzow, 1987). 
While memory loss was fairly common in this sample, most 
subjects had successfully retrieved enough memory about 
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their history of sexual abuse, either spontaneously in the 
course of therapy or by corroborating reports from family 
members or others, to feel that their responses to 
interview questions were factual and accurate. 
It has been suggested that the complexity of this 
subject matter necessitates a much larger sample than than 
was feasible within the time-frame and scope of this 
research project. Certainly the paucity of well- 
constructed and definitive research in the field supports 
this contention. However, the scope of the proposed study 
is adequate to lay the foundations for more extensive 
research in the future, as well as providing meaningful 
insight into the interactions between and among the 
proposed variables as related to the quality of social and 
emotional adjustment in adult women who were sexually 
victimized as children. 
Research Hypotheses 
It was hypothesized that the quality of adjustment in 
the adult woman who was sexually abused as a child is 
affected by her developmental level at the time of the 
abuse (age of onset) and the nature of her relational 
context; the younger the child at age of onset and the 
less supportive and responsive her relational context, the 
poorer will be the quality of her adjustment as an adult. 
Concomitantly, the older the child at age of onset and the 
more positive her relational context, the better will be 
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the general quality of her adult adjustment. The study 
also examined how duration of the sexual abuse, use of 
force and other engagement strategies by the perpetrator, 
and relationship of the perpetrator to the victim are 
related to the quality of adult adjustment. 
CHAPTER II 
REVIEW OF THE LITERATURE 
Introduction 
Childhood sexual abuse is a serious problem, both in 
terms of prevalence and in the damaging impact on victims. 
Russell (1986), in her 1978 study of a probability sample 
of 930 San Francisco women, found that 16% reported at 
least one experience of incestuous abuse before the age of 
18, and 12% before the age of 14. When Russell combined 
this category with women who reported incidents of 
nonfamilial sexual abuse, she found that 38% were sexually 
abused by the age of 18, and 28% before the age of 14. Of 
the victimized respondents, 57% reported considerable to 
extreme long-term trauma as a result of the sexual abuse. 
Specific long-term effects of sexual abuse mentioned by 
these respondents are supported by findings of a variety of 
controlled studies. These effects include depression 
(Bagley & Ramsey, 1985; Briere & Runtz, 1985; Peters, 1984; 
Sedney & Brooks, 1984), self-destructive behaviors ( Bagley 
& Ramsey, 1985; Briere, 1984; Herman, 1981; Sedney & 
Brooks, 1984), symptoms of tension or anxiety (Bagley & 
Ramsey, 1985; Briere, 1984; Sedney & Brooks, 1984), 
isolation and stigmatization (Briere, 1984; Courtois, 1979; 
Herman, 1981), and poor self-esteem (Bagley & Ramsey, 1985; 
Courtois, 1979; Herman, 1981). 
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There has been a proliferation of clinical articles 
and research studies in the field of child sexual abuse in 
the past decade. Because the subject is so painful to 
those who have experienced abuse and so complex, 
researchers in this field are frequently limited in their 
studies by problems of methodology, sampling techniques, 
and intrusiveness of interview questions and practices 
which may further exploit victims' vulnerability. The 
Russell study represents a significant advance in the 
attempt to document prevalence and sequelae of sexual abuse 
in its sampling technique, its stringent definition of 
sexual abuse (which excludes non-contact experiences), and 
its research design. In this study, the interview language 
and process is solidly based in an understanding of the 
difficulties inherent in eliciting sensitive and painful 
information without being exploitative, while at the same 
time, validating the subjects' experience of having been 
unfairly victimized. 
In a related study, Wyatt (1985), employing a 
probability sample of 248 white and Afro-American women 
between the ages of 18 and 36 in Los Angeles, found that 
21% reported incestuous abuse before the age of 18 (as 
compared to Russell's 19%), 32% reported extra-familial 
sexual abuse (as compared to Russell's 35%), and 45% 
reported incestuous and/or extrafamilial sexual abuse (as 
compared to Russell's 43%). (The Russell figures have been 
adjusted to reflect the same age group studied by Wyatt). 
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these two studies differ in sampling technique 
(addresses from the telephone directory versus random-digit 
dialing) and methodology (the Wyatt interviews were much 
longer and interviewers more extensively trained), the 
concurrence of their findings lends credibility to the 
notion that research informed by a sensitive understanding 
of sexual abuse will yield detailed and reliable data. The 
studies also persuasively demonstrate the high incidence of 
the problem of sexual abuse. 
Long-term Impact of Sexual Abuse: A review of the research 
The effects of sexual abuse have been described by 
many theorists and clinicians (Bagley & McDonald, 1983; 
Browne & Finkelhor, 1986; Castor-Lewis, 1986; Fromuth, 
1986; Gelinas, 1983; Goodwin, 1982; Gorcey, Santiago, & 
McCall-Perez, 1986; Hartman, Finn & Leon, 1987; Herman, 
1981; 1986; Herman, Russell, & Trocki, 1986; Markson, 
1986; Peters, 1984; Rieker & Carmen, 1986; Ross, 1986; 
Sgroi, 1982; Shallcross, 1986; Summit, 1982; Tower, 
1985). Research on sequelae of sexual abuse is largely 
based on clinical observation and survey, with a small but 
increasing body of empirical research. While both types of 
research can provide much needed information and insight 
about the etiology and sequelae of sexual abuse, rarely do 
the existing studies synthesize the clinical and the 
empirical perspectives. Researchers and clinicians may use 
to ask different types of questions but different language 
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their goals are generally congruent: to gather information 
which will increase effectiveness in helping victims to 
heal, to intervene earlier in the cycle of abuse, and, 
ultimately, to substantially reduce the prevalence of 
sexual abuse in society. 
Women who were sexually victimized as children are 
often reported to be depressed, isolated, stigmatized, self- 
destructive, anxious, have poor self-esteem, a tendency to 
revictimization and abuse of alcohol and drugs, and 
difficulty in sexual adjustment and in relationships in 
general (Browne & Finkelhor, 1986; Castor-Lewis, 1986; 
Gorcey, Santiago, McCall-Perez, 1986; Herman, Russell, & 
Trocki, 1986; Owens, 1984). Certain psychiatric symptoms 
are increasingly being recognized by clinicians as possible 
indicators of sexual abuse: numbness, impulsivity, self- 
mutilation, eating disorders, sexual dysfunction, multiple 
personality disorder, borderline personality disorder, 
sleep disturbances, memory loss, hallucinations, and 
flashbacks (DeYoung, 1982; Ellenson, 1985; Friedman & 
Harrison, 1984; Gelinas, 1982; Herman, 1986; 
Oppenheimer, Howells, Palmer & Chaloner, 1885; Rieker & 
Carmen, 1986; Sedney & Brooks, 1984; Tower, 1985). 
Browne and Finkelhor (1986) have critically reviewed 
empirical studies which have investigated the long-term 
effects of child sexual abuse which are reported in the 
clinical literature. They found general agreement in the 
literature that the most damaging kind of sexual abuse 
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involves genital contact, father figures, and use of 
force. They also explored areas of concern which remain 
controversial, such as effect of age at onset of abuse, 
effect of long-term secrecy, etc., and made suggestions for 
further research. Among their suggestions is the need to 
"disentangle" the sources of the trauma of child sexual 
abuse. Research in the review that follows is cited if it 
has appeared since the Browne and Finkelhor (1986) review, 
or, if cited in Browne and Finkelhor (1986), it has 
particular relevance to this topic. Otherwise, the reader 
is referred to Browne and Finkelhor (1986) for their 
excellent summary of the research. 
Herman, Russell, & Trocki (1986), studied two groups 
of adult women with histories of incest, an outpatient 
sample (clinical n=53) and a community sample (nonclinical 
n=152). The samples were similar in class background, 
occupational status, and educational level. However, as 
the authors note, women who were institutionalized, drug or 
alcohol dependent, actively suicidal, or who lacked stable 
social supports were screened out of the patient sample and 
may have screened themselves out of the community sample, 
the most severely traumatized women are probably 
underrepresented. The results of this study suggest that 
sexual abuse which is forceful or violent, of long 
duration, physically intrusive (vaginal, anal, or oral 
penetration), perpetrated by a primary caretaker 
significantly older than the victim (in particular, fathers 
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and stepfathers), results in severe and longlasting 
negative effects. A non—significant trend was noted 
attributing more serious negative effects to earlier onset 
of abuse. 
Ross (1986), in a study of longterm correlates of 
childhood incest and physical abuse, compared 10 non-abused 
control subjects with 10 physically abused women, 18 
clinical incestuously abused women, and 9 nonclinical 
incestuously abused women. Results of this study indicated 
that both physical abuse and incest were associated with 
health problems, sexual disturbance, personality pathology, 
and suicidality, and greater incidence of nonincestuous 
sexual assaults as adults. These results suggest the 
existence of an unexplored variable, perhaps psychological 
abuse, common to incestuously and physically abused women 
which interacts with other variables to produce the named 
effects. 
McBride (1983) compared 15 college women who were 
victims of incest with 15 women without histories of 
incest. All women were in counseling and the two groups 
were matched on overall psychological functioning as 
measured by a Client Self-Perception Questionnaire and a 
Counselor Perception Questionnaire, developed for this 
study. No differences between the two groups were found on 
measures of self-concept or on guilt disposition, except 
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that incest subjects displayed higher sex-guilt than non¬ 
incest subjects. 
A 1986 study by Gorcey, Santiago, and McCall-Perez 
focussed on depression, fear, and anxiety as psychological 
consequences of sexual abuse. This volunteer sample 
consisted of 41 self-referred victims of child sexual 
assault between the ages of 18 and 66 and a control group 
consisting of 56 women who had not been sexually abused. 
Participants were recruited through public advertisement 
and letters sent to private therapists and mental health 
agencies. Although the groups were not matched, Chi-Square 
tests found no significant differences between the two 
groups on age, family income, ethnicity, marital status, 
living arrangements, education, and primary work role. The 
study found the abused group to be significantly more 
depressed, more anxious, and more fearful than the control 
group, as measured by the Beck Depression Inventory, the 
State-Trait Anxiety Inventory, and the Fear Survey 
Inverview. Of the abused women, 85% reported problems in 
sexual relationships, 43% reported fear of sex, 11% 
reported flashbacks to the original victimization during 
sexual activities, and 11% were not engaging in any sexual 
relationships. Further, 37% of the abused women reported 
being raped as adolescents or adults subsequent to the 
original sexual abuse. In the area of relationships, 66-s 
of the abused women expressed their fear, anger, and/or 
mistrust of men, 25% expressed their mistrust of women, and 
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39-s expressed their trust of women. The questions on 
relationships and sexuality were only asked of the sexually 
abused group of subjects and, therefore, the study did not 
compare abused and non-abused women on measures of 
sexuality and relationships. Further, it did not examine 
the possible meaning of these outcomes for victims nor the 
relationship between these results and the nature of the 
sexually abusive experience. 
Hartman, Finn, and Leon (1986) compared long-term 
results of familial and nonfamilial sexual abuse in 87 
women who were participants in women's therapy groups. 
Using a Feelings Questionnaire designed for their study, 
the researchers found that the incest subjects were 
currently more anxious and depressed about their abuse, 
although both groups reported that over time, angry 
feelings about the abuse increased, and depression, 
anxiety, and shame decreased. The study found that a 
higher level of depression about the sexual abuse was 
associated with a younger age of onset of abuse and a 
greater number of abuse incidents. Also, incest subjects 
were at greater risk of multiple sexual revictimizations, 
psychiatric hospitalization, and suicide attempts than were 
victims of nonfamilial sexual abuse. 
The findings cited above are only a beginning in 
the effort to understand the meaning and extent of the 
trauma of abuse in the life of the victim. Despite studies 
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which appear to validate clinical wisdom about sexual abuse 
as a causative factor in various types of pathology, there 
continue to be contradictory findings (Browne & Finkelhor, 
1986) . The question of why some victims seem to survive 
sexually abusive experiences with a minimum of apparent 
stress or disruption, while others become emotionally 
disabled, repeatedly victimized, or chronically mentally 
ill is complex and has not been definitively answered. It 
is possible that the wrong questions are being asked. 
Results may be invalidated by too many confounding 
variables. Or perhaps it is overly simplistic to attempt 
to assess, at a single point in time, the impact of stress 
and betrayal which occurs in a relational context and is 
overlaid by years of subsequent development and influences 
from environmental and relational factors. 
Recent studies have begun to identify some of these 
confounding variables, which include various aspects of the 
sexual abuse itself and the presence or absence of 
supportive relationships in the life of the abused child. 
Fromuth (1986), in a study of 383 female college students 
recruited from psychology classes, explored psychological 
and sexual adjustment and parental support. Fromuth found 
that low parental support was a better predictor of 
negative adjustment than was a history of childhood sexual 
abuse, but she was unable to demonstrate that any 
significant correlation between abuse and later adjustment 
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was due to the abuse rather than to the family background. 
Peters (1984), in a study of 50 Afro-American and 69 white 
women, ages 18 to 36, identified several family 
characteristics which appeared to be strong predictors of 
severe victimization, among which were poor relationships 
with mothers and siblings, and not being raised by either 
both biological parents or by a mother and a stepfather. 
Multivariate analyses were conducted to evaluate the 
relative importance of family characteristics and sexual 
abuse in contributing to adult depression. While the 
quality of the relationship with mother was the strongest 
predictor of depression, the degree of victimization also 
significantly contributed. This study did not investigate 
the interaction of the abuse and family background or the 
course of development of the difficulties in adjustment. 
Thus, while there is tentative agreement in the 
literature that the long-term impact of sexual abuse is 
related to the kind of sexual contact, the nature of the 
relationship to the offender, and the degree of force or 
violence (Browne & Finkelhor, 1986; Herman, Russell, & 
Trocki, 1986; Russell, 1986), clinicians suspect that other 
little-investigated variables may also significantly 
contribute to the development of long-term problems in 
adjustment. These variables include age of onset of abuse, 
duration of abuse, and relational context of the child 
before, during and after the sexually abusive relationship. 
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Age of Onset and Duration of Sexual Abuse 
The assumption that the child's style and process of 
coping with trauma is related to developmental mastery is 
grounded in clinical observation, developmental 
psychopathology, and common sense. Much is known about the 
process of child development. When developmental mastery 
is interrupted by the child's need to adapt to great 
stress, as in the case of sexual abuse, the progressive 
course of continual transformation and reorganization of 
behavior and understanding of the world is diverted. 
Sroufe & Rutter (1984) describe the various ways in which 
early adaptations to stress may relate to disorders which 
emerge later in life: 
" 1. experience leads to disorder at the time, which 
then persists; or 
2. experience leads to bodily changes that influence 
later functioning; or 
3. there are altered patterns of behavior at the 
time, which only later take the form of disorder; 
or 
4. early events may change the family circumstances, 
which in time produce disorder; or 
5. sensitivities to stress or coping styles are 
modified, which then later "predispose" the 
person to disorder ( or buffer the person against 
stress); or 
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6. experiences alter the person's self-concept or 
attitudes, which, in turn, influence the response 
to later situations; or 
7. the experience influences behavior through 
effects on the selection of environments or on 
the opening up or closing down of opportunities." 
(Sroufe & Rutter, 1984, p.22) 
The developmental process entails the integration of 
earlier forms of behavior within more complex forms. When 
development is disrupted, the more recently integrated 
behavior patterns are fragile and easily give way to the 
earlier, more familiar forms of behavior and styles of 
coping. What has previously been thought of as 
"regression", may be reframed as "mobility of function" 
(Sroufe & Rutter, 1984, p.21), problematic only insofar as 
it becomes rigid, interfering with the child's adaptation 
to stress and return to developmental equilibrium. For the 
child who is severely traumatized by sexual abuse, with 
access only to limited personal, material, and/or 
relational resources, the developmental point-in-time where 
disruption occurs may predict the nature of adult 
pathology, since the child's mobility of function can be 
profoundly constricted by the nature of the trauma. 
The studies of long-term sequelae of sexual abuse cited 
previously were designed to measure the results of being 
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victimized. They do not explicitly detail the process by 
which outcomes, positive or negative, evolve over time. 
The task of understanding the development of outcomes over 
time falls within the aegis of developmental 
psychopathology. This emergent discipline is defined as 
"the study of the origins and course of individual patterns 
of behavioral maladaptation, whatever the age of onset, 
whatever the causes, whatever the transformations in 
behavioral manifestation, and however complex the course of 
the developmental pattern may be" (Sroufe & Rutter, 1984, 
p. 18). Investigations of developmental psychopathologists 
are concerned with the interrelationships between the 
various aspects of human functioning throughout the course 
of development, with particular emphasis on the development 
of either adaptive or maladaptive patterns of behavior in 
response to life stresses. 
This conceptual model is well suited to an exploration 
of the way in which the trauma of childhood sexual abuse 
invades, distorts, and/or interrupts the healthy 
development of the victimized child. For the child who is 
sexually abused by a trusted adult male, the task of 
understanding and coping with the abuse often appears to be 
monumental. From the moment of first onset of abuse, the 
child devotes considerable psychic, cognitive, and physical 
energy to an ongoing effort to understand and contain the 
powerful and confusing affect generated by sexual violation 
and emotional betrayal. 
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There is controversy in the sexual abuse literature on 
the relative importance of age of onset and duration of 
abuse. Some researchers feel that a younger child's naivete 
may mitigate some of the harmful effects of sexual abuse, 
while others have found a correlation between early abuse 
and more severe long-term trauma. Several studies which 
have attempted to find a correlation between age of onset 
of sexual abuse and subsequent adjustment have not 
succeeded (Goldstein, 1985; Langmade, 1983; Shallcross, 
1986). Other studies have found significant correlations 
between discrete aspects of adjustment and age of onset 
(Charmoli, 1986; Goldstein, 1985; Hartman, Finn, & Leon, 
1986; Herman & Schatzow, 1987). These studies report that 
an early age of onset is related to obsessive-compulsive 
behavior (Goldstein, 1985), sexual problems, a history of 
violent relationships and self-destructive behavior 
(Charmoli, 1986), the degree to which memories of the abuse 
are repressed (Herman & Schatzow, 1986), and long-lasting 
depression (Hartman, Finn, & Leon, 1986). As stated in 
Browne and Finkelhor (1986), however, existing studies show 
little clear relation between age of onset and degree of 
trauma, especially when they control for other variables. 
They point out that, thusfar, it is unknown whether age of 
onset has an independent effect or whether its importance 
is masked by complexity. 
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The array of coping strategies to which a young victim 
has access depends upon her inner resources (related to 
temperament and developmental level) and the quality of the 
relationships available to her both in her family and in 
her social context. However, coping strategies which the 
child uses to reduce stress in the immediate aftermath of 
abuse may be viewed by others as psychopathology. Also, 
early coping strategies may become the foundation for later 
development of psychopathology without protective, 
supportive intervention during the period of the abusive 
relationship or the post-traumatic period. If there is no 
adult who can protect, intervene in the abusive 
relationship or in the post-traumatic adaptation, or 
provide support, then the child is utterly isolated. A 
young victim is often further isolated in enforced secrecy 
about the abuse, and must learn to adapt to "a psychotic 
world where abusive behavior is acceptable but telling the 
truth about it is sinful" (Rieker & Carmen, 1986, p.364). 
Thus, the element of duration of sexual abuse is related 
not only to the developmental periods disrupted and the 
repetition of trauma, but to the presence or absence of 
trustworthy adults. The process by which age of onset and 
duration of sexual abuse and the quality of the abused 
child's relational context interact to mediate or 
exacerbate the trauma of abuse and affect the quality of 
adult adjustment are explored in this study. 
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Quality of Relational Context 
The degree to which nurturing relationships with 
adults may mitigate the effects of sexual abuse on the 
subsequent development of the child has only rarely been 
explicitly addressed in the literature. The importance of 
a well-functioning relational system is most often 
addressed either by enlarging the concept to "social 
support", with the focus on numbers and types of social 
events and interactions, or by narrowing the concept to 
"attachment", which focusses almost exclusively on 
relationships between mothers and very young children. For 
the purposes of this study, "relational context" refers to 
the network of relationships among adults and between 
adults and children in which the child first experiences 
herself in relation to the other, or her "self-in- 
relation". (Kaplan, 1984, 1985; Miller, 1984, 1986; 
Surrey, 1985). 
The self-in-relation, according to Stone Center 
theorists, refers to that aspect of individual identity 
which is inextricably bound to the development of mutuality 
and reciprocity in relationships. This reciprocity 
consists of a sense of being "tuned in" to the other and 
trusting in a shared motivation for mutual enhancement. 
The child learns relational process both by being-in¬ 
relation to nurturant adults, and by observing adults 
involved in positive relationships with each other. At any 
point in the development of the self-in-relation that 
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sexual abuse occurs, this process is interrupted. Using 
this model, it is easy to understand why abuse of a child 
by a trusted adult would be so intrinsically damaging: 
reciprocity is destroyed, replaced by a relational dynamic 
which invalidates the child's definitions and expectations 
of the world and substitutes instead an authoritatian 
demand that adult needs and desires be gratified whatever 
the cost to the child. 
This point is well-illustrated by studies which 
document the traumagenic influence of force as a factor in 
victims' reaction to sexual abuse. Browne and Finkelhor 
(1986) describe several studies which show a significant 
relationship between the use of force in sexually abusive 
acts and both behavioral disturbances in children and 
subsequent difficulties in adult adjustment. Not only is 
force or violence frightening and physically traumatizing, 
but it explicitly invalidates relational reciprocity. 
Studies of attachment in maltreated and/or sexually 
abused children, while illustrating conclusively the 
importance of stable, nurturant relationships with adults, 
generally confine their area of concern to the mother-child 
relationship. Several studies concur that a mother who has 
experienced a disruption of attachment in her own infancy 
or childhood will be less likely to form a secure 
attachment with or to reject her own infant ( Bennett, 
1980; Kegan, 1981; Main & Goldwyn, 1984). 
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Studies also agree about the damaging effects of 
insecure attachment on children. Two comparison studies of 
maltreated and non-maltreated infants and young children 
yielded similar results. Schneider-Rosen, Braunwald, 
Carlson, & Cicchetti (1985) found that a greater proportion 
of the maltreated subjects (n=71) in each of three age 
groups was insecurely attached than were the matched non- 
maltreated subjects (n=77) and that the quality of 
attachment of maltreated subjects tended to worsen over 
time. Schneider-Rosen (1984) further illustrates this 
finding by describing concrete behavioral delays in self- 
awareness, visual self-recognition, development of self- 
related language, and other indicators of deficit in 
emerging self-concept in maltreated children, as compared 
to non-maltreated children. 
Disruption in early attachment, including parental 
abandonment, and a history of physical and sexual abuse 
were findings common to two studies of inpatient self- 
mutilating subjects (Carroll, Schaffer, Spensley, & 
Abramowitz, 1980; Simpson & Porter, 1981). These studies 
do not attempt to articulate the relative importance and 
interaction of attachment disruption and childhood abuse. 
However, in a follow-up study of 57 girls who were removed 
from their homes due to abuse, neglect, or family 
breakdown, Bagley & Mcdonald (1984), using a multiple 
regression analysis, were able to show that early sexual 
abuse had a greater impact on adult adjustment than either 
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physical abuse or neglect or maternal separation. This 
finding differs from that of Fromuth (1986), who found that 
parental supportiveness was a better predictor of 
psychological adjustment than was a history of childhood 
sexual abuse. 
There is evidence that impairment of functioning in 
children may be due to the cumulative effects of a punitive 
or destructive environment rather than to the isolated 
events of the abuse (Garmezy, 1983). It is the relational 
environment of the child which can be contaminated by 
extreme abuse or abandonment, confused by unpredictable or 
contradictory behaviors, or can provide a stable, secure 
sense of self-in-relation. In studies on families in which 
children are abused or allowed to be abused, researchers 
have found a greater degree of life change and more ill 
health (Conger-Rand, Burgess, & Barrett, 1979), negative 
enmeshment (Brooks, 1982), low rates of interaction 
% 
(Burgess & Conger, 1978), deficits in coping skills, lack 
of encouragement and support (Herrenkohl, Herrenkohl, 
Toedter, & Yanushefski, 1984), and a lack of empathic 
identification among family members (Squires, 1979). 
In a study by Gold (1986), 103 women who were sexually 
abused as children were compared to 88 women who had not 
been sexually abused. Participants were recruited through 
newspaper advertisements and notices posted in the 
community. The two groups were matched for age, marital 
status, employment outside the home, and income, and the 
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only significant difference found between the two groups 
was educational level, with the nonvictims found to be more 
highly educated than the victims. In the area of social 
support, victims were found to have fewer friends at age 
12, less closeness to their parents when they last lived at 
home, and more physical punishment and family violence at 
age 12. The only aspects of the sexual abuse experience 
found to be significantly related to adult functioning were 
the victim's perception of the abusive experience and her 
perception of her mother's response to it. Further, 
victims who reported a positive quality of adult social 
relationships (helpful and reciprocal) also reported 
satisfaction in sexual relationships. The author did not 
elaborate on possible correlations between quality of the 
mother-daughter relationship and an outcome of positive 
adult social and sexual relationships. These findings on 
the importance of the mother-daughter relationship concur 
with those of Peters (1984), who found that both the 
quality of the mother-daughter relationship and the degree 
of victimization were predictive of the number of 
depressive episodes experienced by victims. 
Conclusion 
Findings which articulate the importance of a strong 
mother-daughter bond have been cited above. However, the 
importance of human bonding is not limited to relationships 
with one's mother, but, rather, the well functioning mother- 
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child relationship serves as a model for the developing 
child to enlarge upon and elaborate in many other 
relationships throughout the life course. From an 
adequately reciprocal infant-parent relationship, the child 
learns the pleasures of feeling attached, enriched by the 
connection which can grow between people. The child who is 
betrayed and confused by sexual abuse, in order to cope 
with the trauma of this betrayal, needs access to other 
relationships in which she can experience herself as whole, 
valued, and safe. 
Early relationships with adults impact upon children's 
development in several important ways. Adults provide 
children with information about the world and about 
themselves. They may provide nourishment, comfort, and 
encouragement in the face of real and imagined stresses 
involved in growing up, or, in the witholding or 
exploitation of nurturance, may complicate, slow, or even 
halt the process of developmental mastery. And, as has 
been discussed earlier, the core of a child's self concept 
as a relational being, the self-in-relation, is established 
in the course of early relationships with parents and other 
adults. Thus, the process of development involves ongoing 
interaction between the resources of the relational context 
and the child's quest for mastery. The outcome of healthy 
development, healthy adult adjustment, depends upon the 
nature of this interactional process. In light of this, it 
is not surprising that a child who is sexually abused by a 
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trusted adult during the onset of puberty might experience 
her sexuality as out of her control, leaving her vulnerable 
to repeated sexual victimizations during adolescence, 
confused about whom to trust, unaware of her ability to say 
"no". Or consider the latency age child, intimidated into 
keeping a secret about the "grown-up" things that her 
father does with her; not only must she avoid her age- 
appropriate task of developing peer relationships in order 
to keep the secret, but her child's body, sexually 
stimulated before its time, experiences itself to be both 
desireable to this trusted adult, and yet contaminated by 
an intuitive sense of "wrongness" about the abuse. Might 
she not consider puberty a danger, her body the betrayer, 
sick, or worthy of punishment? Further elaboration of such 
examples is a useful exercise for clinicians who must 
develop a way to conceptualize the particular way that a 
particular abuse experience within a particular life 
context results in a particular kind of psychopathology. 
However, much of this process will continue to be guesswork 
until empirical research eliminates some of the 
contradictions, clarifies the tangle of interacting 
variables, and provides the field with a more clearcut 
understanding of the complex way in which many variables 
interact to determine the effects of childhood sexual 
abuse. This study, an examination of the ways in which 
perceived quality of relational context interacts with the 
developmental level of the victim of sexual abuse to affect 
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the quality of adult social and emotional adjustment, makes 
a significant contribution towards this end. 
CHAPTER III 
METHOD 
Subjects 
This project studied 57 adult women, age 18 or older, 
who had been sexually abused before the age of 18 by adult 
males who were known to them. "Adult male" was defined as 
any male, related or unrelated, who was at least 16 years 
of ^9® the time of the abuse and at least 5 years older 
than the victim. Abusive acts were defined to include any 
acts of physical contact of genitals or breasts of victims 
by perpetrators or victims forced to touch genitals of 
perpetrators. Where abusive experiences which do not meet 
these criteria are included in the data, they are derived 
from experiences with multiple perpetrators. In these 
cases, there is at least one sexually abusive relationship 
which meets the inclusion criteria for the study. (See 
Appendix D for instrument used to determine eligibility of 
subjects). 
Subjects were recruited through flyers posted in the 
community, through a newspaper article about an incest 
survivor which mentioned the researcher's need for 
subjects, and, to a lesser extent, through local therapists 
who specialize in sexual abuse treatment. In all, 63 women 
volunteered to participate in the study. Of this initial 
group, five withdrew before the interview for unknown 
reasons, one withdrew after completing half of the 
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interview, finding it too stressful to continue, and 57 
completed the entire interview process. 
Procedure 
As soon as each subject was identified, a letter was 
sent introducing the researcher, thanking the subject for 
her participation, and explaining briefly the importance 
and process of the study. Enclosed was a participant 
consent form (Appendix C) and eligibility form (Appendix D) 
which included a definition of the criteria for inclusion 
(type of sexual abuse, age of onset of abuse, and 
relationship to perpetrator), and requested that subjects 
confirm the appropriateness of their inclusion in the 
study. Subjects were also reminded that their 
participation was voluntary, that they could withdraw from 
the study at any time, and that they would have access to 
greater detail about the study and its results when the 
study was completed. This letter was followed by a 
telephone contact to screen for eligibility, begin 
establishing rapport, answer questions, orally review the 
informed consent procedures, and set up a time for the 
interview. A screening script was used during this initial 
contact with subjects. (See Appendices B and E). 
Because of the sensitive nature of the inquiry and 
concern for enhancement of the well-being of subjects, all 
interviews and tests were administered by the author who is 
clinically experienced with this population. This decision 
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was made in order to avoid the kind of interviewer bias 
resulting from only a cursory knowledge of sexual abuse. 
Victims of sexual abuse have by definition been intruded 
upon and have already had their privacy violated in a 
damaging and insensitive manner, and, in order to survive 
emotionally, most victims develop various defenses against 
both content and affect associated with the sexual abuse. 
A well-meaning yet naive interviewer, due either to 
ignorance or to widespread misconceptions about sexual 
abuse (i.e. that seductive children invite abuse, that 
memories of sexual abuse are likely to be simply Oedipal 
fantasies, etc.)/ may unintentionally discourage full 
disclosures and leave the subject feeling further 
victimized. Use of structured measures and systematic 
reliability checking have also enhanced reliability and 
reduced bias in this study. When twenty percent of 
interview protocols were randomly selected and scored by an 
independent scorer, there was 98.5% agreement between the 
answers recorded by the independent scorer and those 
recorded for the same protocols by the researcher. 
The interview took 3 to 5 hours and was conducted in 
an manner which maximized a sense of personal interaction 
between interviewer and subject, with the interviewer 
asking the questions as the subject read them on the 
forms. This process also eliminated problems arising from 
differences in subjects' reading ability. The interviewer 
recorded the subjects' answers to each question. The 
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interview process closed with a "debriefing" period to 
address feelings which had been raised, either about the 
content or about the interview process, to discuss 
potentials for new growth and healing as suggested by the 
comprehensive overview generated by the interview, and to 
validate the importance of the subject's contribution and 
strength in exploring these sensitive issues, if a subject 
was not currently in treatment, the interviewer suggested 
treatment as a follow-up to the study if it became apparent 
that the process of involvement in the study had 
restimulated unresolved painful issues. Following the 
interview, the researcher dictated a summary of each case, 
including clinical observations about the subject and the 
interpersonal process of the interview. Transcriptions of 
these tapes were filed with the other raw data in each 
subject's protocol. 
Strict confidentiality was maintained through a 
process of assigning code numbers to each subject and then 
identifying all materials only by number. After summaries 
of the findings of this study are sent to participants, the 
master list which identifies participants by name will be 
destroyed. 
Most of this sample reported that they had experienced 
memory loss about some aspect of the abuse experience 
and/or about their lives around the time of the abuse. 
Most subjects reported having engaged in a conscious and 
somewhat successful effort to retrieve memories either 
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through participating in a therapeutic process or through 
fact-finding missions with family members or other 
individuals who knew them around the time of the abuse. 
When subjects' memories were vague about exact dates, the 
interviewer asked clarifying questions to help the subject 
focus on a timeframe (i.e. What grade were you in? What 
was your favorite outfit? How were you wearing your 
hair? Who were your best friends? ) until the subject 
felt comfortable about placing the abuse within a reliable 
timeframe. When this was not possible, it was noted, if a 
subject's memory about specific aspects of the abuse was 
vague, she was asked to relate all clues which she 
associated with the abuse (dreams, flashbacks, physical 
symptoms, panic reactions to people or events, etc.) and 
then asked for her most trustworthy impression of the 
details of her sexual abuse experience. 
In the interview process, subjects responded to four 
different research instruments: the Perceived Quality of 
Relational Context Scale, the Psychiatric Diagnostic 
Interview, the Social Adjustment Scale, and the Sexual 
Abuse Questionnaire, in that order. The order in which the 
instruments were administered was intended to be from least 
to most anxiety producing with regard to sexual abuse 
content. (See Instruments for description and Appendices 
F, G, and H for text of the three original measures). 
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Research Design 
This descriptive study used a structured yet 
interactional interview process to elicit information 
pertaining to the quality of adult adjustment and the 
developmental level and perceived quality of relational 
context at the time of the sexual abuse. Each subject 
received seven separate scores for quality of adult 
adjustment. Adult adjustment is measured by the outcomes 
of the Psychiatric Diagnostic Interview (PDI), consisting 
of the subscales Lifetime Mental Status and Current Mental 
t and the Social Adjustment Scores, consisting of 
five subscales: Work Adjustment, Sexual Adjustment, Social 
Contact, Use of Leisure, and Quality of Intimacy. The 
independent variables, developmental level at the time of 
first abuse (age of onset) and perceived quality of 
relational context, were subjected to a 2 x 2 multivariate 
analysis of covariance to determine the relationship of 
each independent variable and the interaction of these 
variables to differences in the outcome measures of adult 
adjustment and to the four covariates: force, relationship 
of victim to perpetrator, duration of sexual abuse, and the 
age at which the sexual abuse ended. An additional 
multivariate analysis of covariance was performed after 
substituting the age at which the abuse ended for age of 
onset. The rationale for this substitution is explained in 
the results and discussion sections. 
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Instruments 
Psychiatric Diagnostic Interview (PDI) 
This instrument was designed to assess presenting 
problems and mental status of adults based on the self- 
report of the individual. It was useful in this study not 
only as a measure of current mental status, but in its 
abiiity to elicit the chronology of current symptoms, and 
the previous existence of symptoms which may no longer be 
present. Thus, it conforms well to the developmental 
perspective of this study. 
The following syndromes in the PDI were used: Organic 
Brain Syndrome, Alcoholism, Drug Dependency, Depression, 
Mania, Schizophrenia, Antisocial Personality, 
Hysteria/Somatization/Briquet Syndrome, Anorexia Nervosa, 
Obsessive/Compulsive Neurosis, Phobic Neurosis, and Panic 
Attack Syndrome. 
Both the reliability and validity of the PDI have been 
satisfactorily demonstrated, and the PDI has provided an 
accurate measure of mental status for the purposes of this 
study. Over a 7 year period, a series of extensive studies 
was conducted to determine the reliability and validity of 
the PDI. In both the study of interrater reliability and a 
three month follow-up to that study, the judges were in 
perfect agreement as to the diagnoses of the patients 
studied. In the test-retest study, 38 patients were given 
the PDI on two separate occasions within a three month 
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period, administered by technicians who were unfamiliar 
with the patients and their diagnoses. The median test- 
retest agreement across the basic and additional syndromes 
was 93.1%. The Stability of Diagnostic Base Rate study 
indicated an almost perfect agreement between Current and 
diagnoses in two independent sample groups. And 
finally, a study of the adequacy of the PDI format 
indicated that this format is both sensitive and efficient. 
In a study to determine how effectively the PDI 
distinguishes between extreme groups, it was demonstrated 
that the PDI had the capacity to distinguish psychiatric 
from nonpsychiatric groups and inpatient psychiatric groups 
from outpatient psychiatric groups. A study of 67 male 
inpatients demonstrated that there was perfect agreement 
between the PDI and a psychiatric judge in 67.2% of the 
current diagnoses and in 64.2% of the lifetime diagnoses 
following a chart review. Also in this chart review, 
partial agreements of 14.9% for Current diagnosis and 13% 
for Lifetime diagnosis were found. The psychiatrist and 
the PDI disagreed on 14.9% of Current diagnoses and 19.4% 
of Lifetime diagnoses. Thus, overall, the amount of total 
agreement (perfect plus partial) found between the PDI and 
psychiatric diagnosis is 82.1% for the Current diagnosis 
and 77.6% for the Lifetime diagnosis. 
In another validity study, stringent criteria were 
used to select individuals to represent 8 different 
diagnostic groups. The PDI correctly identified the proper 
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diagnostic group syndrome in over 90% of the cases a 
final validity study was conducted to compared diagnoses 
generated by the PDI with those generated by the Diagnostic 
Interview Schedule (Helzer, Clayton, Pambakian, Reich, 
Woodruff, & Reveley, 1977). Agreement between these two 
instruments was 85% overall when the principle diagnoses 
were compared. 
The two mental status scores were derived from PDI by 
assigning 2 points for each positive syndrome on the PDI, 
one point where the criteria for the syndrome were not met 
but there was significant symptomatology, and no point if 
the subject reported few or no symptoms related to a given 
syndrome. Several additional categories of symptomatology 
were included in the mental status scores, in an effort to 
more fully explore specific sequelae which are thought to 
be associated with a history of sexual abuse. These 
categories are prostitution, bulimia, and compulsive 
overeating. The Lifetime Mental Status score is the sum of 
all symptom category scores. The Current Mental Status 
score is the sum of all symptom categories reported to be 
present at the time of the interview. 
Perceived Quality of Relational Context Scale 
This scale was developed to measure the degree to 
which the sexually abused child had access to relationships 
with adults who were accepting of and available to that 
child. Each participant received a score for the quality 
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of their relationships with up to five significant adults 
during the period of the sexual abuse. Scores could range 
from -5, indicating the most negative relational context to 
+5, the most positive relational context. 
Subjects were asked to think of five adults who were 
most important to them around the time they were being 
sexually abused, including their mother and father. Each 
relationship was described by age of adult, frequency of 
contact, and by five words picked by the subject from a 
list of 88 descriptors. This list consists of 33 
"positive" descriptors ( i.e. gentle, warm, helpful, 
loving), 33 "negative" descriptors (i.e. intrusive, mean, 
distant, humiliating), and 18 descriptors which indicate 
ambivalence or which may be considered either positive or 
negative (i.e. teasing, busy, strict, confusing). When 
these ambivalent descriptors are chosen, an effort was made 
by the interviewer to determine whether the term had a 
positive or negative connotation to the subject. The list 
was developed in response to suggestions from subjects of 
the pilot study who felt that exposure to a broad ranging 
list of descriptors would lessen initial nervousness, 
increase subjects' ability to focus affectively on each 
relationship, and aid in the subjects and interviewer 
beginning to develop a common language for communicating 
about what is a rather elusive quantity: the essence of 
relationships. 
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The second section of the measure consists of two 
multiple choice questions which attempt to determine the 
degree of acceptance and of availability in each 
relationship. In each question, there was again the option 
of a positive" response (available, accepting), a 
"negative" response (unavailable, unaccepting), and an 
ambivalent, or mixed response. 
The adjective choices and the two multiple choice 
questions were scored on a three point scale, with —1 
indicating unavailable and non-accepting, o indicating a 
mixed, neutral, or ambivalent result, and +1 indicating 
availability and acceptance. The point score of each 
relationship was then averaged and multiplied by a number 
which reflected the frequency of contact indicated for that 
relationship, from 5, indicating that the child had contact 
with the adult "just about every day", to 1, indicating 
that the child had contact with the adult "several times a 
year or less". An overall perceived Quality of Relational 
Context score resulted from the averaging of the scores of 
the five relationships. Subjects were classified as having 
either a positive relational context (score greater than 0) 
or a negative relational context (score less than 0). 
A small pilot study of this instrument yielded helpful 
suggestions regarding the phraseology of questions, as 
described above, and much positive feedback about the 
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accuracy of the results with regard to subjects' overall 
recollections of the relationships explored. 
Assessment of Social Adjustment by Patient Self Report, 
(Weissman, M. & Bothwell, 1976) 
This instrument measures social adjustment in the 
areas of work and relationships, it has been expanded to 
include elements of adjustment which are particularly 
problematic for sexual abuse victims and to reflect the 
theoretical perspective of self-in-relation theory. Part I 
elicits demographic information which includes class, 
ethnicity, educational and work history, 
marital/relationship status, sexual orientation, and mental 
health history. Part II consists of items which measure 
performance and satisfaction in work/school, social and 
leisure activites, and family, marital, friendship, and 
parental relationships. 
Many items in the original Weissman & Bothwell 
instrument were eliminated for reasons of economy of time 
and difference in focus. For example, the original measure 
included many questions about the frequency of arguments in 
the workplace, the family, in friendships, etc., implying 
that involvement in frequent arguments indicates poor 
adjustment. This emphasis on conflict was replaced by an 
emphasis on communication, empathy, and reciprocity as 
related to healthy adjustment, with conflict understood to 
be a normal element of relationships, intrinsically neither 
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healthy nor unhealthy. Additional items were included to 
measure sexual functioning, body image, and guality of 
current relational context. Some guestions asked for short 
narrative answers; most guestions offered a choice of 
answers ranging from least to most impaired. Most 
questions explored a time period consisting of the last two 
weeks, with the exception being questions eliciting 
historical information. 
Weissman & Bothwell (1976), in describing their 
efforts to validate their instrument, have chosen to 
demonstrate "agreement" rather than "validation" or 
"reliability" in their comparison of results from patient 
self-report and interview, citing the absence of any 
established criteria that defines the variables involved as 
a problem common to most psychiatric measurements. In 
their test of 76 outpatients, they found a correlation of 
.72 between the interview and the self-report for overall 
adjustment. Further, they asked close associates of 15 
subjects to rate the patient known to them, and found a 
significant correlation between all combinations of 
patients, informants, and interviewers. 
It should be noted that the instrument used in this 
study was not actually the Weissman & Bothwell Social 
Adjustment Scale. Approximately half of the questions in 
the proposed adjustment scale are contained in the Weissman 
& Bothwell scale; the other half were constructed 
specifically for this study. Therefore, the efforts to 
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validate the original scale cited above are not necessarily 
applicable to the Social Adjustment Scale which was used in 
this study. Also, the five subscales were devised for this 
study and are not the subscales used in the original 
Weissman & Bothwell Scale. 
The Work Adjustment score, consisting of six items, is 
a measure of reported work/school performance and 
satisfaction and goal-directedness. The Sexual Adjustment 
score, consisting of five items, measures sexual 
satisfaction and enjoyment, sexual self esteem, and body 
image. The Social Contact score, consisting of four items, 
measures the degree of frequency and satisfaction regarding 
social activities and social contact with others, or, at 
the high end of the scale (least well-adjusted), the degree 
of social isolation. The Use of Leisure Time score, 
consisting of two items, is a measure of satisfaction with 
and extent of valued and self-initiated leisure activity. 
The Quality of Intimacy score, consisting of fourteen 
items, is a measure of current relationships derived from 
the Stone Center Self-in-Relation theory which was applied 
to subjects' responses about their the degree of intimacy 
in relationships with relatives, friends, spouses or 
partners, and their feelings about their closest 
relationship. The answers for questions pertaining to each 
subscale were averaged, with the lowest score being the 
most well-adjusted. 
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Sexual Abuse Questionnaire 
This instrument was developed for the purposes of this 
study. it elicited information about the sexual abuse in a 
sensitive manner, focussing on elements of age of onset, 
duration, frequency, age when abuse ended, type of abuse, 
perceived effect of abuse, relationship to perpetrator, and 
disclosure history. The information elicited from this 
questionnaire describes the nature and meaning of the abuse 
in the life and development of the child over time. While 
other instruments which gather information about sexual 
abuse are in existence, a choice was made to focus only on 
information clearly relevant to this study, in order to 
minimize the extent of intrusion into this potentially 
discomforting subject area. 
A three-point Relationship to Perpetrator Scale was 
devised to describe the relationship of the perpetrator to 
the victim in terms of familial closeness: 
l=extra-familial male 
2=brother, uncle, grandfather 
3=father, stepfather 
A five point scale was devised to rate the degree of 
force or violence used in conjunction with the sexual 
abuse, and this Force Scale also describes the range of 
engagement strategies used: 
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0=no rewards, threats, or violence 
l=rewards only 
2=mild threats only 
3=serious threat of violence 
4=physical forcefulness 
5=most severe violence 
The Sexual Abuse Questionnaire also elicits narrative 
information about other aspects of abuse such as the 
subjects' perceptions about how they survived having been 
sexually abused as a child. 
CHAPTER IV 
RESULTS 
Sample Characteristics 
The sample was predominantly white, middle class, and 
well-educated. The mean age at the time of the interview 
was 34.7 years. Sixty-one percent of the subjects were 
either single or divorced, and the remaining subjects 
or living with male or female partners. 
Almost half of the single and divorced women had no current 
sexually intimate relationship. A majority of the subjects 
considered themselves to be heterosexual, but 30% 
considered themselves to be either lesbian, bisexual, or 
undecided about their sexual orientation. Over one-half of 
subjects had either bachelor's or master's degrees, and the 
sample included several doctoral students. Almost all 
subjects were either working or going to school, with 49% 
employed in mental health, health care, or teaching. See 
Tables 1 and 2 for demographic results. 
Table 1 
Demoqraphic Statistics 
Characteristic Mean Standard Deviation Ranqe 
age 34.6 8.3 19-55 
years of education 15.9 2.8 11-24 
years in current job 0.8 
marriages/committed relationships 
1.5 .1-8 
in last five years 1.2 .8 0-4 
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Table 2 
Demographic Frequencies 
Characteristic 
race 
class, family 
class, subject 
religion, family 
religion, subject 
Subsets 
Caucasian 
Hispanic 
Black 
Other 
public assistance 
working class 
middle class 
upper middle class 
wealthy 
public assistance 
working class 
middle class 
upper middle clas: 
Catholic 
Protestant 
Jewish 
none 
other 
none 
Protestant 
meditation 
N Frequency 
52 93.0% 
2 3.5% 
1 1.8% 
2 3.5% 
6 10.5% 
20 35.0% 
23 40.4% 
7 12.3% 
1 1.8% 
1 1.8% 
15 26.3% 
31 54.4% 
10 17.5% 
22 38.6% 
27 47.4% 
4 7.0% 
3 5.3% 
1 1.8% 
24 42.1% 
12 21.1% 
7 12.3% 
5 8.8% Catholic 
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Table 2, cont. 
Characteristic 
highest degree 
highest degree 
profession 
sexual intimacy 
sexual preference 
Subsets 
Jewish 
N 
2 
Frequency 
3.5% 
other 7 12.3% 
high school/GED 16 28.1% 
vocational 
certificate 1 1.8% 
associate's degree 8 14.0% 
bachelor's degree 17 29.8% 
master's degree 13 22.8% 
other 2 3.5% 
mental health or 
health care 
teaching 
business or 
management 
clerical 
childcare 
other 
no paid employment 6 
opposite sex 
partner 34 
same sex partner 8 
no sexual intimacy 15 
heterosexual 40 
9 
20 
7 
13 
6 
1 
4 
35.1% 
12.3% 
22.8% 
10.5% 
1.8% 
7.1% 
10.5% 
59.6% 
14.0% 
26.3% 
70.2% 
15.8% lesbian 
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Table 2, cont. 
Characteristic 
partnership status 
partnership status 
children 
Subsets N Frequency 
bisexual 4 7.0% 
undecided 4 7.0% 
single, never 
married 24 42.1% 
married, never 
divorced 11 19.3% 
divorced or 
separated 11 19.3% 
married, previously 
divorced 6 10.5% 
living with male 
partner 3 5.3% 
female partner 2 3.6% 
yes 27 47.4% 
no 30 52.6% 
Subject Distribution 
Although no effort was made to recruit a particular 
distribution of subjects with regard to the two independent 
variables, it was hoped that the sample might be divided 
into two levels of Quality of Relational Context and two or 
three Age of Onset levels, the results being four or six 
cells of roughly egual sizes. The resulting distribution, 
found in Table 3, satisfactorily met this expectation. 
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Table 3 
Subject Distribution 
Aqe of Onspt- 
positive 
relational 
context 
negative 
relational 
context 
Quality of relational context 
The relationships with adults rated on the Perceived 
Quality of Relational Context instrument (PQRC) included 
traditional parenting figures such as mothers, stepmothers, 
fathers, and stepfathers, as well as a variety of other 
adults from the extended family and from the community. 
Thirty-six subjects also included perpetrators on the 
instrument, either because the perpetrator was a father 
(22 subjects) or stepfather (8 subjects), or because she 
considered him "important" to her. 
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The scores for the quality of the relationships with 
all parenting figures and perpetrators had negative means, 
with fathers' scores appearing as least negative, followed 
by stepmothers' scores. Mothers had more negative scores 
than did perpetrators, and stepfathers had the lowest mean 
score of the parenting relationships. See Table 4 for the 
individual quality of relationship scores for parenting 
relationships and perpetrators, and the composite Quality 
of Relational Context score. 
Table 4 
Individual and Composite Scores for Quality of 
Relationships with Adults 
Source of Score Mean N 
Standard 
Deviation Ranqe 
-3.02 - +4.6 Relational Context .6 57 1.4 
Relationship/father - .4 50 2.9 o
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Relationship/ 
stepmother 
-1.2 4 2.2 -3.6 - +1.4 
Relationship/ 
perpetrator -1.5 36 2.6 -5.0 - +5.0 
Relationship/mother -1.8 57 2.8 -5.0 - +5.0 
Relationship/ 
stepfather -4.2 8 2.0 • 
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The types of relationships most frequently mentioned 
after mothers and fathers were grandmothers (34 subjects), 
grandfathers (22 subjects), female teachers (19 subjects), 
and aunts (16 subjects). Forty percent of the subjects 
reported that they had had access to a non-parenting adult 
who had become a maternal substitute. Maternal substitutes 
tended to be adult women, both related and unrelated. 
Other family characteristics 
Subjects tended to be raised in families where two 
parents were present, either because the original marriage 
was intact, or because one or both parents remarried after 
divorce. Frequencies of other family characteristics 
reported are found in Table 5. 
Table 5 
Characteristics of Subjects7 Families of Origin 
Characteristic Family member N Frequency 
alcoholism mother or stepmother 12 21% 
alcoholism father or stepfather 26 46% 
physical abuse of 
subject mother or stepmother 10 18% 
physical abuse of 
subject father or stepfather* 34 60% 
Table 5, cont. 
Characteristic Family member 
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N Frequency 
battering of mother 
figure father or stepfather 18 
physical, emotional 
illness mother or stepmother 18 
physical, emotional 
illness father or stepfather 17 
none of the above_- 7 
♦Physical abuse by fathers includes but is not limited to 
sexual abuse 
32% 
32% 
30% 
12% 
Twelve percent of the sample reported that their 
family members were not described by any of the 
characteristics listed in Table 5. Fourteen percent 
reported that both parents were alcoholic, 28% reported 
that their fathers battered their mothers and were 
physically and/or sexually abusive to them. Thirty-two 
percent of subjects reported that their father was both 
alcoholic and physically and/or sexually abusive toward 
them. Eighteen percent reported that their mothers were 
physically or emotionally sick and that fathers were 
physically and/or sexually abusive to subjects, and 18% 
reported fathers who were both physically or emotionally 
sick and also physically and/or sexually abusive. 
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History of abuse of subjects7 children 
Of the 27 women with children, li (41%) reported that 
their own children had been sexually abused, and in four of 
these cases, the children had been physically and 
emotionally abused as well. Three mothers reported either 
physical or emotional abuse of their children without any 
sexual abuse. None of the mothers reported that they had 
either physically or sexually abused their children, 
although several reported feeling that their children had 
suffered emotional abuse due to violence or emotional 
crisis in the parental relationship. Forty-eight percent 
(13) of the mothers in the sample reported that their 
children had never been abused sexually, physically, or 
emotionally. 
Current relationship to family of origin 
A majority of subjects reported contact in person or 
by telephone during the last two weeks with various 
relatives and reported feeling the greatest degree of 
closeness to a relative in the frequencies reported in 
Table 6: 
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Table 6 
Frequencies of Current Contact with and Peelings nf 
Closeness to Relatives 
Relative Recent Contact(a) Current Closest Relative 
<b) 
mothers 63% 19% 
fathers 25% 4% 
siblings 68% 49% 
aunts, uncles, 
cousins 21% 5% 
grandparents 12% 2% 
grown children 25% 18% 
in-laws 21% 5% 
(a) Frequencies of "yes" responses to "Have you been in 
contact with [this relative] in the last two weeks?" 
(b) Frequencies of "yes" responses to "Do you feel closest 
to fthis] relative? 
Characteristics of the sexual abuse 
The mean aqe of onset of sexual abuse reported by the 
subjects was 6.7 years. However, 40.4% of subjects 
reported memory loss about the exact age of onset, with 
15.8% suspecting an earlier age than they felt able to 
report reliably. The mean duration of the abuse was 5.8 
years, with 12.7 years reported as the mean age at which 
the abuse ended. Twenty-three percent of the sample 
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reported memory loss about the exact age at which the 
sexual abuse ended, but only one subject felt unable to 
report a reliable ending age. Frequency of the abuse was 
slightly more difficult for subjects to quantify, both 
because of memory loss (28.1%) and because frequency varied 
due to seasonal access of perpetrator to victim and to 
multiple perpetrators with different frequencies. 
The mean number of perpetrators was 2.9, ranging from 
one to twenty-one perpetrators before the age of 18. The 
mean score on the Relationship to Perpetrator Scale was 
2.39, indicating that perpetrators tended to be family 
members such as fathers, stepfathers, uncles, older 
brothers, and grandfathers who had easy access to their 
victims through proximity, authority of role, and family 
sanction. 
Engagement strategies used by perpetrators were 
varied, including some situations where the implicit 
authority or greater physical size of the perpetrator was 
enough to engage the child in the sexually abusive act and 
in the maintenance of secrecy about the abuse. The mean 
score on the Force Scale was 3.2, close to midpoint on the 
scale. However, for almost two-thirds of the sample, 
physical violence, either threatened or actual, played an 
important role in the maintenance of victim passivity and 
secrecy. Tables 7, 8, and 9 elaborate on the 
characteristics of the sexual abuse experiences reported by 
subjects. 
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Table 7 
Sexual Abuse Related Statistic 
Characteristic Mean Standard Deviai-inn Ranqe 
Age of onset 6.7 4.0 0-15 
number of perpetrators 2.9 3.8 1-21 
age of ending of abuse 12.7 3.8 3-19 
duration of abuse 
in years 5.8 4.7 0-6(a) 
relationship to 
perpetrator scale 2.4 
.7 1-3 
force scale 3.2 1.9 0-5 
(a) Q=one experience of sexual abuse 
Table 8 
Sexual Abuse Related Frequencies 
Characteristic 
onset related 
Subsets N Frequency 
to puberty before starting period 49 86.0% 
before puberty 46 80.1% 
frequency of abuse every day 4 7.0% 
1-4 times/week 20 35.0% 
1-4 times/month 4 7.1% 
once 2 3.5% 
often but sporadic 3 5.3% 
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Table 8 (cont.) 
Characteristic: 
relationship to 
perpetrator 
scale 
force scale 
Subsets 
several times/year 
varied: multiple 
perpetrators 7 
fatherstepfather 30 
brother, uncle, 
grandfather 19 
extra-familial 8 
most severe violence 25 
physical forcefulness 1 
serious threat of 
violence 10 
mild threats 5 
rewards 11 
no rewards, threats, 
5 
Frequency 
1.8% 
12.3% 
52.6% 
33.3% 
14% 
43.9% 
1.8% 
17.5% 
8.8% 
19.3% 
8.8% violence 
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Table 9 
Frequencies of Types of Sexual Abuse 
Type of Abuse 
seductive language and behavior 
N 
25 
Frequencv 
43.9% 
sexual kissing, clothed fondling 31 54.4% 
unclothed breast contact 35 61.4% 
simulated intercourse 22 38.6% 
unclothed genital fondling of subject 48 84.2% 
unclothed genital contact with perpetrator 41 71.9% 
digital genital penetration 29 50.9% 
oral sex performed on subject 13 22.8% 
oral sex performed on perpetrator 32 56.1% 
ejaculation in subject's mouth 14 24.6% 
ejaculation on subject's body 11 19.3% 
anal intercourse 6 10.5% 
attempted intercourse 12 21.1% 
genital intercourse 22 38.6% 
An attempt was made to determine whether the age of 
onset of the victim was significantly different in relation 
to any of the forms of abuse. A significant chi square 
( [2, N=57]=11.61, p=.003) resulted when three groups of 
onset (0-5, 6-10, 11-hi) were cross-tabulated with oral sex 
performed on the perpetrator, with the youngest age group 
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having been abused in this way more frequently than was the 
expectation. 
The mean age at first disclosure of sexual abuse was 
19.7 years. Nineteen percent of subjects first disclosed 
to a mother or stepmother, 19.3% to a peer, 10.5% to a 
sibling, and 35.1% to a professional. About half of the 
subjects received a supportive response at first 
disclosure, while the other half received either a 
negative, mixed, or no response to their disclosure. All 
subjects had disclosed their sexual abuse to others before 
participating in the interview. 
Outcome Measures: Quality of Adult Adjustment 
The major goal of this study was the analysis of the 
influence of age of onset of sexual abuse, the quality of 
relational context, and the interaction of these two 
variables as related to adult adjustment. A factor 
analysis using varimax rotation performed on the seven 
measures of adult adjustment indicated that each measure 
tapped an independent aspect of adult functioning. 
Therefore, the outcome variables were considered 
separately, as they appear to relate to the independent 
variables each in a unique way. Statistics which describe 
outcomes on the seven measures of adult adjustment can be 
found in Table 10. 
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Table 10 
Descriptive Statistics on Measures of Adult Adjustment 
Dependent Variable Mean Standard Deviat-inn 
Lifetime mental status 
score (PDI) 10.3 6.0 0-23(a) 
Current mental status score 4.3 3.8 0-16(a) 
Work adjustment 1.7 
. 6 1-3(b) 
Sexual adjustment 2.9 
.9 1.4-5(b) 
Social contact 2.0 
.6 1-3.5(b) 
Use of leisure 2.0 
.1 1-4.5(b) 
Quality of intimacy 1.9 .6 1-3.4(b) 
(a) 0=no symptomatology (b) l=most well-adjusted 
A difference in quality of adult adjustment as measured 
by the mean Lifetime Mental Status score and the mean 
Current Mental Status score emerged from reports by 
subjects that symptoms which were once present in their 
lives were no longer present at the time of the interview. 
Table 11 lists the symptom categories generated by the PDI 
with frequencies for each symptom category experienced by 
subjects at any time in their lives, those reported to 
exist currently, and the current percentage of change in 
the symptom category for the entire sample. 
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Table 11 
Reported Decreases in Symptomatology for Entire 
Symptoms Lifetime Frequency Current Frequency % of change 
Drug Abuse 35.1% 1% 97% 
Anorexia 21.0% 1% 95% 
Anti-social 
personality 28.0% 5% 82% 
Alcoholism 33.4% 7% 79% 
Schizophrenia 12.3% 5% 59% 
Panic Attacks 70.2% 32% 54% 
Obsessive/ 
compulsive 42.1% 21% 50% 
Mania 52.7% 30% 43% 
Depression 85.9% 51% 41% 
Phobias 47.4% 33% 30% 
Hysteria/ 
somatization 50.9% 37% 27% 
Results on the five subscales of Social Adjustment 
provide further information on current functioning with 
regard to work, sexual functioning, social contact, use of 
leisure time, and the quality of intimacy within current 
relationships. The differences in the mean scores on the 
five subscales show that the sample was the most well- 
adjusted with regard to work and the least well-adjusted 
with regard to sexual functioning. Table 12 clearly 
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demonstrates the different levels of functioning among the 
five social adjustment subscales, listing frequencies for 
each scale when subjects' responses indicated very healthy 
adjustment (less than 2 on the scale). 
Table 12 
Comparison of Quality of Adjustment on Five Social 
Adjustment Subscales 
Subscale N Frequency of Responses < 2 (a) 
Work Adjustment 36 63.2% 
Quality of Intimacy 34 59.6% 
Social Contact 30 52.6% 
Use of Leisure 23 40.4% 
Sexual Adjustment 5 8.8% 
(a) On this five point scale, any score of less than 2 
indicated healthy adjustment. 
Multivariate Analysis of Covariance 
This study was designed to test the hypothesis that 
the younger the child at age of onset of sexual abuse, and 
the less supportive and responsive her relational context, 
the poorer will be the quality of her adult adjustment. 
Adult adjustment consisted of current measures of 
mental status, work adjustment, sexual adjustment, 
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frequency of social contact, use of leisure time, and 
quality of intimacy. A 2 (age of onset) x 2 (quality of 
relational context) multivariate analysis of covariance was 
performed on these adjustment measures. The four 
covariates included in this analysis were duration of 
sexual abuse, relationship to perpetrator score, force 
score, and the age at which the abuse ended. Tables 13, 
14, and 15 contain the main effects of this 2x2 
multivariate analysis of covariance. 
Table 13 
Multivariate Analysis of Covariance of Adult Adjustment 
Source of Variation 
Relational Context 
Age of Onset 
Relational Context x Onset 
df F Siq. of F 
7/42 2.86 .016 
7/42 .54 ns 
7/42 .53 ns 
Note. N=56. One case was eliminated from analysis because 
of missing data. 
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Table 14 
Univariate F Tests with Relational Context and 
Outcome Measures 
Variable df F Siq. of F 
Lifetime Mental Status 1/48 
.70 ns 
Current Mental Status 1/48 6.11 
.017 
Work Adjustment 1/48 
.24 ns 
Sexual Adjustment 1/48 5.48 
.023 
Social Contact 1/48 
.50 ns 
Use of Leisure 1/48 2.17 ns 
Quality of Intimacy 1/48 9.16 
.004 
Table 15 shows the way in which the covariates relate 
to the seven measures of adult adjustment. Two of the 
measures which were significantly related to relational 
context as shown in Table 14, current mental status and 
quality of intimacy, have no relationship to any of the 
covariates. However, variations in the other five measures 
of adult adjustment are significantly related to a 
covariate. Only sexual adjustment is significantly related 
both to an independent variable (relational context) and to 
a covariate (relationship to perpetrator). 
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Table 15 
Significant Univariate Relationships Between mdivirtn.i 
Outcome Measures and Covariates (1 } 
Dependent Variable Covariate T-Value Siq. of T 
Lifetime Mental Status Age when abuse 
ended 2.50 
.016 
Current Mental Status none 
Work Adjustment Force 
-2.41 
.019 
Sexual Adjustment Relationship/ 
perpetrator 
-3.22 
.002 
Social Contact Force 
-2.49 
.016 
Use of Leisure Force 
-2.09 
.042 
Quality of Intimacy none 
It should be noted that when a preliminary stepwise 
regression analysis was performed on the two independent 
variables, controlling for duration, force, and 
relationship to perpetrator, with lifetime mental status as 
the outcome, only duration emerged as significant (Multiple 
R=.5121; F<.003). However, in the subsequent two-way 
analysis of covariance, when the age at which the abuse 
ended was added to the other three covariates, it replaced 
duration in significance. 
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Other Results 
An additional multivariate analysis of covariance was 
performed when the independent variable age of onset was 
replaced by ag_e when the abuse ended, and the covariate aqe 
when abuse ended was replaced by aqe of onset. Tables 16 
through 19 describe the results of this second analysis. 
Table 16 
Subject Distribution when Onset is replaced with Age when 
Abuse Ended 
Age when Abuse Ended 
positive 
relational 
context 
(3-12) (13-19) 
14 20 
negative 
relational 
context 
12 10 
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Table 17 
Multivariate Analysis of Covariance with Acre 
Ended 
--—- 
Source of Variation df F 
Relational Context 7/42 3.11 
Siq. of F 
.01 
Age when Abuse Ended 7/42 2.36 
.04 
Relational Context x 
Age Ended 7/42 1.27 ns 
When an univariate F test was performed with age when 
abuse ended and each individual outcome measure, only 
quality of intimacy was significantly related (F=4.37; 
p<.05). 
When an univariate F test was performed with 
relational context and each individual outcome measure, the 
results replicated those in Table 14. That is, significant 
relationships were found between relational context and 
current mental status (F(l,48)= 6.22, pc.02), sexual 
adjustment (F(1,48)=6.02, p<.02), and quality of intimacy 
(F(1,48)=10.27, p<.003). 
Table 18 shows the way in which the covariates relate 
to the seven measures of adult adjustment. Variations in 
quality of intimacy and use of leisure time are not shown 
to be due to any of the covariates. However, the other 
five measures of adult adjustment are shown to be 
significantly related to one or more covariates. 
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Table 18 
significant Univariate Relationships Between TnHnn„,„ 
Outcome Measures and Covariates (?) 
Dependent Variable Covariate T-Value Siq. of 
Lifetime Mental Status duration of abuse 3.89 
.0003 
age of onset 2.84 
.007 
Current Mental Status duration of abuse 2.87 
.006 
Work Adjustment force 
~2.95 
.005 
relationship/ 
perpetrator 2.02 
.05 
Sexual Adjustment relationship/ 
perpetrator 
-3.10 
.003 
Social Contact force 
-2.81 .007 
Use of Leisure none 
Quality of Intimacy none 
CHAPTER V 
DISCUSSION 
This study explored the ways in which adult adjustment 
in women who were sexually abused as children is related to 
the developmental level of the child and the quality of the 
abused child's relationships with adults at the time of the 
sexual abuse. The results of the multivariate analysis of 
covariance confirm, as hypothesized, that both the quality 
of relational context and the developmental level of the 
abused child are significantly related to various aspects 
of adult adjustment. In addition, the results indicate 
that variations in the quality of adult adjustment are not 
due to an interaction of developmental level at the time of 
sexual abuse with the quality of relational context during 
that time. 
As hypothesized, a negative relational context in 
childhood was significantly related to the development of 
long-term deficits in healthy adult adjustment, 
specifically in the areas of current symptomatology, 
quality of intimacy, and sexual adjustment. The original 
definition of developmental level, age of onset, was not 
significantly related to any aspect of adult adjustment. 
However, when developmental level was redefined as the age 
when the abuse ended, a significant relationship between 
developmental level and adult adjustment was confirmed in 
the areas of lifetime mental status, and current quality of 
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intimacy. The older the subject was when her sexual abuse 
began and ended, the more extensive symptomatology she 
developed over her lifetime, and the less intimate were her 
current relationships. 
Four covariates were also examined for their 
significance in relation to the measures of adult 
adjustment: force, relationship to perpetrator, duration, 
and, initially, the age when the abuse ended. 
The emergence of this last important variable of 
significance, the age at which sexual abuse ended, may 
clarify the contradictory findings on duration and onset 
reported by Browne & Finkelhor (1986). This discussion is 
based on two multivariate analyses of covariance. An 
initial multivariate analysis was performed with 
developmental level defined as age of onset. Subsequently, 
an additional multivariate analysis was performed using age 
when the abuse ended as the independent variable and age of 
onset as a covariate. None of the three variables related 
to developmental level (onset of abuse, end of abuse, or 
duration of abuse), when analyzed separately, adequately 
addresses the issue of developmental disruption by sexual 
abuse. However, comparison and contrast of the results of 
the two multivariate analyses provide useful information 
which begins to clarify this area of complexity. 
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Quality of Relational Context- 
The quality of the relational context of each subject 
during the period of her childhood when she was sexually 
abused was significantly related to current mental status, 
quality of intimacy, and sexual adjustment in both 
multivariate analyses. The results on the Perceived 
Quality of Relational Context (PQRC) scale are interesting 
in several ways. They demonstrate the importance of 
relationships with any adults who are accepting and 
available, not just parenting figures or family members. 
Although the mean scores for all parenting figures were in 
the negative range, the composite mean for all 
relationships was in the positive range, indicating that 
the negative scores of parenting figures were balanced by 
positive scores of other relationships mentioned. These 
nurturing relationships, which might be with relatives, 
neighbors, parents' friends, mothers of peers, or simply, 
accessible and kindhearted community figures, were reported 
to have played an important role in counteracting the 
isolation, guilt, and internalized sense of wrongness which 
subjects associated with being abused. Female teachers in 
particular were noted for their encouragement and 
validation of the child's self-worth and competence. It is 
possible that access to supportive teachers during the 
period of the abuse, even though few disclosures were made 
to those teachers, was a factor in the high work adjustment 
scores of this sample. In these relationships, the child 
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was able to experience a relational context in which she 
was valued and praised for her competence, giving her the 
sense of control within relational connection so often 
lacking at home. These findings offer hope to survivors 
and the clinicians who treat them, especially when they 
have suffered from inadequate or damaging parenting. They 
agree with and enlarge upon the findings of Fromuth (1986), 
who found that negative parental support was a better 
predictor of problems in psychological adjustment than was 
a history of childhood sexual abuse. 
Many subjects reported strong convictions that their 
ability to recover from the trauma of sexual abuse was 
rooted in the acceptance and approval available to them 
only in these extra-parental relationships, in fact, the 
current Quality of Intimacy score was the outcome variable 
which was the most highly related to Quality of Relational 
Context. Subjects reported that it was in the capacity for 
intimacy that their lives had been most enriched by their 
recovery work and also that it was the enriching quality of 
their intimate relationships which made enduring the 
difficulities of recovery work possible. The Quality of 
Intimacy score is based on the subjects' rating of their 
relationships for vitality, empowerment, increased self- 
knowledge, increased self-esteem, and desire for more 
connection, qualities said to comprise relational health 
according to Stone Center theorists (Miller, 1984; 1986). 
This sample's current capacity for meaningful intimacy was 
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maximized by their access during the period of the abuse to 
adults who were available and accepting. This effect, 
however, was confounded by the age when the abuse ended, 
with the younger that age, the better the subject's current 
quality of intimacy. 
As expected, there were many problems in subjects' 
families of origin in addition to the sexual abuse. 
Subjects reported that a major difficulty in the recovery 
process was the naming and working through of lack of 
parental protection. When fathers or stepfathers were the 
perpetrators, subjects often reported more feelings of 
anger and betrayal toward their mothers than toward the 
perpetrators. This was reflected in the lower mean score 
for mothers on the PQRC. Also, although nearly two-thirds 
of the subjects had been in contact with their mothers in 
the last two weeks, less than one-fifth reported that they 
considered their mother to be their closest relative. 
Thus, approximately one-third of subjects were currently 
estranged from their mothers, and very few reported a high 
quality of intimacy in the mother-daughter relationship. 
Often the mothers were reported to be unavailable due to 
their own victimization, sickness, or alcoholism. Some 
subjects reported that an increased awareness of their 
mothers' lack of options for growth or escape from a 
violent husband increased the subject's desire to attempt 
to heal their current relationship with their mother after 
they had confronted her about her failure to protect. 
73 
When subjects were grouped according to the presence 
or absence of current symptomatology, a t-test resulted in 
a significant difference between the two groups as related 
to the reported quality of relationship with mothers during 
childhood (t (55) = 3.96, P<.0001). Subjects without 
current symptomatology reported a positive quality of 
relationship with their mothers during the period of the 
sexual abuse. These findings are similar to those of 
Peters (1984), who showed that both a positive quality of 
relationship with victims' mothers and a less extensive 
degree of victimization were predictive of fewer depressive 
episodes in her sample. Most subjects stated clearly that 
they recognized that the perpetrator, not the mother, was 
responsible for the sexual abuse, yet the most enduring 
sense of betrayal seemed to be associated with the mothers' 
failure to protect. The one subject who discontinued the 
interview process reported that it was too painful to talk 
about her mother's failure to protect, although she had had 
no problem telling the story of her abuse. This has 
implications both for the importance of healing the 
mother/daughter relationship as an crucial goal of the 
recovery process, as previously stated by Herman (1981) and 
Russell (1986), and also for the need for effective 
treatment and support programs for mothers whose children 
disclose sexual abuse. 
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Although half of the mothers in this sample reported 
that their own children had been either sexually, 
physically, or emotionally abused, all of these mothers 
reported responding to this abuse in a proactive, 
supportive manner, emphasizing to their children that they 
were not to blame for the abuse and providing their 
children with supportive services to help them recover, in 
other words, they did for their children what their own 
mothers were rarely able to do for them, and they 
recognized and felt pride in this difference. 
It should be noted here that there is an unfortunate 
historical tendency in psychological literature to "blame" 
mothers for all problems in the family or in their 
children, a view which is unfair and overly simplistic. 
(See Russell, 1986, pp. 384-385, for an excellent analysis 
of this problem). The sense of betrayal attributed to 
mothers by this sample appeared to be about the pain of 
lost connection rather than an indictment of mothers who 
did not fulfill their parental responsiblities. In fact, 
the majority of subjects described their mothers as 
overburdened, carrying an preponderance of the load of 
family responsibility with a concomitant powerlessness and 
lack of recognition and explicit devaluation by husbands 
who were often alcoholic, abusive, or simply remote and 
emotionally unavailable. Thus, the sense of betrayal 
because of lost connection being attributed to mothers may 
75 
also be due to an absence of the possibility of meaningful 
paternal connection which was not sexually, physically, or 
emotionally abusive. 
Although the presence or absence of physical abuse, 
neglect, parental absence or loss, alcoholism or substance 
abuse, and many other factors in the family and in the 
environment interact with the sexual abuse to varying 
degrees, it is not the purpose of this study to 
comprehensively analyze the relative importance of these 
confounding variables in relation to one's ability to cope 
with childhood trauma or to the development of healthy 
adult adjustment. Also, this study does not compare the 
frequencies of this sample's family characteristics with 
baseline rates of these characteristics in the general 
population. 
These findings confirm the importance of relational 
connection throughout life and especially with regard to 
the effect of childhood trauma. They support and expand 
upon the notion that "resilience in development" 
(Herrenkohl & Herrenkohl, 1986) is fostered by warm 
supportive relationships between parents and children, and 
that abused children may be at developmental risk when 
their environment is characterized by rejection, lack of 
support, and disruption of attachment bonds (Dunn, 1986). 
The findings also confirm the Stone Center self-in-relation 
theory which identifies early relationships with adults as 
the foundation of a healthy self-in-relation which becomes 
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more fully elaborated as the child matures. (Kaplan, 1984; 
1985; Miller, 1984; 1986; Surrey, 1985). The sense of 
wholeness and satisfaction which is derived from a healthy 
self-in-relation transcends an absence of symptomatology 
and is more profound than well-functioning social support. 
It is a sense that one has a place in the world, in 
connection with others, that she enriches the other just by 
being who she is and that she is deserving of feeling 
enriched by the others with whom she is connected. 
Developmental Level 
The developmental level at the time when abuse 
disrupts development is thought by many clinicians to be 
central to difficulties in social and emotional 
adjustment. The design of this study assumed age of onset 
to be synonymous with developmental level, an assumption 
shared by many studies which have previously explored this 
area. Defined as such, the data does not support the 
hypothesis that developmental level at the time of the 
onset of sexual abuse is related to subsequent adjustment. 
This finding is consistent with similar findings by 
Langmade (1983), Bagley & Ramsey (1985), the Tufts study 
(1984), and Shallcross (1986). However, since this result 
did not agree with the researcher's clinical observations, 
further analyses were undertaken in an effort to explain 
the discrepancy. Clearly, age of onset is one point in 
time, as is the age at which abuse ended, which superceded 
77 
age of onset in significance when related to lifetime 
mental status. Duration counts the number of years which 
elapsed between age of onset and age at which abuse ended. 
None of these variables which relate to developmental 
level, however, accurately describe the developmental 
process of the individual during the entire period of time 
when that child was being abused. The expansion of the 
definition of developmental level to include these three 
elements is a first step toward a fuller understanding of 
this issue. This notion reiterates the conclusion of the 
Tufts study (1984), suggesting that the age at which the 
abuse begins may be less important than the developmental 
levels through which the abuse persists. Further research 
on the effect of childhood trauma on subsequent development 
is needed. Ideally, longitudinal studies which compare and 
contrast the adaptational characteristics of children to a 
variety of traumas including sexual abuse, and then follow 
these children's developmental process into adulthood, 
would provide a deeper understanding of these complexities 
than the current study was able to achieve. Also, 
longitudinal studies which analyze symptom development in 
relation to the formulations of Sroufe & Rutter (1984) 
would be an invaluable contribution to an etiological 
understanding of abuse-related pathology. 
In the first multivariate analysis of covariance, the 
measure of developmental level was not found to be the 
source of any variance in the seven outcome variables. The 
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covariate age when abuse ended, however, emerged as 
significantly related to Lifetime Mental Status score, 
indicating that the older the child was when the abuse 
ended, the greater the accumulation of symptomatology. The 
additional analysis highlighted the importance of the 
relationship between symptom development and developmental 
level of the abused child, since the univariate analysis of 
lifetime mental status, after allowing for the variation 
due to the age when the abuse ended and the quality of 
relational context, showed that the longer the abuse lasted 
(duration) and the older the child when the abuse began 
(age of onset), the greater the accumulation of 
symptomatology. This finding appears to contradict the 
conclusion of Hartman, Finn & Leon (1987), who found in 
univariate analysis that the younger the victim at age of 
onset, the more likely she was to report current 
depression, and also the findings of Goldstein (1985), who 
found that the earlier the age of onset, the more obsessive- 
compulsive was the victim's behavior. The studies are 
actually not comparable, however, since the cited studies 
analyzed only single symptoms while this study looked at a 
broad range of symptoms commonly found in survivors of 
sexual abuse and subjected this accumulation of symptoms to 
multivariate analysis. 
Duration was also significantly related to current 
mental status in the second analysis: the longer the abuse 
lasted, the greater the degree of current symptomatology. 
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This finding concurs with Bagley * Ramsey (i985) who £ound 
a less healthy mental health status related to longer 
lasting experiences of sexual abuse. 
In the second analysis, the age when abuse ended 
emerged as significantly related to all outcome variables. 
The primary source of this effect was in the area of 
quality of intimacy, indicating that the older the subject 
was when the abuse ended, the less intimate currently are 
her closest relationships. This may not mean that she is 
isolated, but that the quality of the intimacy in her 
relationships with social friends, her partner, her 
relatives, and her "best friend" are lacking in the 
relational qualities identified by the Stone Center theory 
as maximizing a healthy self-in-relation. Quality of 
intimacy was the only outcome measure where both 
independent variables were significantly related, although, 
according to the results, they do not interact with each 
other. It appears that, for the older child who is 
sexually abused, a more developed understanding of 
relationships, sexuality, and social prohibitions 
pertaining to her experience of being abused, brings with 
it a contamination of relational process and of the self as 
a relational being. When this contamination of intimacy 
occurs within a negative overall relational context, the 
child has little access to models or the experience of 
healthy, reciprocal, nurturing, and safe relationships. 
She may forge an adequate support system and have many 
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casual friends, and yet still feel the loneliness of 
disconnection as well as the terror of and the longing for 
meaningful connection. 
Relationship to Perpetrator Scale 
Two aspects of social adjustment were significantly 
related to the nature of the relationship between victim 
and perpetrator: work adjustment and sexual adjustment. 
However, the meaning of this significance is is 
diametrically opposite for the two outcome variables. That 
is' the more distant with regard to family role was the 
relationship with the perpetrator, the better was the 
current work adjustment, but the worse was the current 
sexual adjustment. These findings demonstrate the 
difficulty for the survivor of sexual abuse in attaining 
healthy adjustment concurrently in the areas of work and 
sexual functioning. 
The findings which negatively relate work adjustment 
to relationship to perpetrator concur with other studies 
(Finkelhor, 1979; Herman, Russell, & Trocki, 1986; 
Russell, 1986) that abuse by father figures is more 
traumatic than abuse by other kinds of perpetrators, 
although these studies did not differentiate work 
adjustment from other aspects of adjustment. No other 
study has specifically looked at the relationship between 
current sexual functioning and the nature of the 
relationship between victim and perpetrator. This finding 
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must not be misconstrued to mean that sexual abuse by a 
father figure has no damaging effect on the victim, but 
rather, that these victims, who were severely abused and 
who have worked explicitly to recover from that abuse, may 
currently have easier access to the experience of 
themselves as sexual beings than they do to other aspects 
of healthier functioning. For example, subjects who 
reported satisfying sexual relationships were generally not 
able to tolerate intimacy in those relationships, while 
many subjects who reported a high quality of intimacy in 
their marriages had virtually no sexual relationships with 
their husbands. The exception to this inability to 
tolerate both intimacy and sexuality in the same 
relationship tended to be for women who defined themselves 
as lesbian, where, clearly, involvement which was 
concurrently sexual and intimate did not recapitulate the 
male/female dynamic of the original sexual abuse. Also, 
the existence of sexual health did not mean an absence of 
symptoms which involved physical self destructiveness. For 
example, subjects who reported satisfying sexual 
relationships often reported symptoms which they understood 
as symbolic punishment for enjoying their sexuality, such 
as eating disorders, substance abuse, or self-mutilation. 
And finally, the sexual adjustment score measured only 
current sexual functioning and does not provide information 
as to changes in sexual functioning as related to changes 
in developmental stage, sexual partners, symptoms, or 
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changes in the course of recovery. Further research is 
needed to compare differences in the process of sexual 
development for women who were sexually abused in different 
ways by different categories of perpetrators. 
Force Scale 
The findings on the use of force or violence by the 
perpetrator elaborate on some previous findings on the 
importance of these variables (Browne & Finkelhor, 1986), 
although not necessarily as expected, in the first 
multivariate analysis, work adjustment, social contact, and 
use of leisure time were all significantly related to the 
degree of force or violence used in engaging the child in 
abusive acts and maintaining secrecy about the abuse. The 
second multivariate analysis confirmed the importance of 
force as related to social contact and work adjustment, but 
this significance disappeared in relation to use of leisure 
time. In the areas of work and social and leisure 
activities, for this sample of women who were all severely 
sexually abused, the more that extreme violence was a part 
of the abuse experience, the more well-adjusted currently 
was the subject, whereas the more the perpetrator relied on 
his implicit authority or rewarded with attention, 
affection, or tangible gifts to insure the child's 
cooperation, the less well-adjusted currently was the 
subject. Perhaps the presence of extreme violence made it 
clear to the child that there was something deviant in the 
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behavior of the perpetrator, and made her more likely to 
use schoolwork, leisure activities, and social contact with 
friends as ways to avoid the perpetrator, feel like a 
"normal" child, and distract herself from the emotional 
turmoil generated by the abuse. This hypothesis is similar 
to the conclusion drawn by McFarlane (1978), but is not 
generally supported by other studies (Browne & Finkelhor, 
1986). or perhaps when the perpetrator was more 
"benevolent" than violent, offering to the child aspects of 
a relational connection which felt valuable to that child, 
then the degree of confusion and ambivalence about the 
abuse experience may have become generalized to other 
social relationships, causing the child to become isolated 
and withdrawn. Where victims were unable to clearly 
identify the behavior of the perpetrator as "wrong", they 
tended to internalize that sense of wrongness, 
incorporating it into their self-concept. For these 
subjects, isolation from others and dissociation from their 
strong feelings of fear and guilt about the abuse became an 
ongoing theme in their lives. 
It should be noted that other studies which have found 
a relationship between the use of force and trauma 
(Finkelhor,1979; Fromuth, 1983; Herman, Russell, & Trocki, 
1986? Russell, 1986) did not differentiate between the use 
of force or violence and the use of rewards of attention or 
material goods as engagement strategies and used a general 
measure of "trauma" as the outcome. Also, whereas these 
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studies explored violence versus no violence, this study 
looked instead at high violence versus low or implicit 
violence. Also, these findings are contradicted by others 
which either found no relationship between use of force and 
psychosocial adjustment in adolescents (Anderson et al., 
1981), or found seemingly ambiguous results, as in Seidner 
& Calhoun (1984), where the use of force was found to 
predict lower social maturity but higher self acceptance. 
It is possible that this type of ambiguity is a reflection 
of the very different ways in which discrete elements of 
adjustment, as explored in this study, are influenced by 
the range of engagement strategies used by perpetrators and 
the meaning of those strategies in the perception and 
relational context of the child. These findings should not 
be construed as suggesting that the use of force is not 
harmful to the victim. On the contrary, subjects who 
experienced extreme violence in the course of their sexual 
abuse reported having experienced many debilitating 
symptoms in their lives, such as panic attacks, phobias, 
self-destructive behaviors, and multiple experiences of 
victimization. Their ability to function satisfactorily in 
the workplace and in social and leisure activities despite 
the existence of these symptoms, is indicative of the 
tenacity and creativity of their will to survive. Also, 
the social adjustment scores are current measures and may 
reflect either the areas of functioning which were most 
positively preserved, as in the sample studied by Castor- 
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Lewis (1986), or the areas of functioning most easily 
accessible to successful treatment and recovery. 
other Characteristics of the Sevual Abuse 
As has been stated previously, this study was designed 
to explore what was assumed to be the most damaging type of 
sexual abuse experience. For this group of subjects, abuse 
tended to begin young, last for a long time, and be 
perpetrated by male family members. since 80.7% of the 
abuse of this sample occurred before any external signs of 
puberty, 86% before the beginning of menstruation, and 
75.4% of subjects had been abused before the age of ten, 
this study examines a population with a much earlier age of 
onset than previous studies ( Benward & Densen-Gerber, 
1975; Finkelhor, 1979; Landis, 1956; Russell, 1986). 
While it is not the purpose of this study to compare this 
subject group to other populations of victims, the much 
younger age of onset of this group goes further than 
previous studies in dispelling the myth that sexually 
abusive men are motivated by budding adolescent sexuality. 
It is possible, however, that the inclusion criteria for 
this study and the manner in which subjects volunteered to 
be interviewed, selected for particular characteristics in 
the sample, including an early age of onset and long 
duration, and, thus, findings may apply only to this unique 
sample. 
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The duration of the abuse within this sample was 
significantly longer than the duration reported in the 
Russell study. For example, whereas Russell reported only 
6% of the sexual abuse of her sample to have occurred over 
a period of more than ten years, 22.9% of this sample 
reported the duration of abuse to have been eleven to 
sixteen years. Twenty-eight percent of Russell's sample 
reported a duration of two to ten years; 52.7% of this 
sample reported a duration over a period of two to nine 
years. 
The severity of the acts of sexual abuse are also 
greater than in the Russell study. For example, whereas 
only 20% of Russell's sample had experienced attempted or 
completed intercourse, 59.7% of this sample reported 
attempted or completed intercourse. The comparisons of the 
studies are made to demonstrate that the inclusion criteria 
for this study were successful in recruiting a subject 
population which had experienced severe sexual abuse. 
It seems logical that the child who is sexually abused 
would experience that abuse as profoundly confusing, since 
it is disconnection within a facade of connection. It is 
possible that symptoms which emerge during the period of 
abuse or subsequent to the ending of the abuse are 
metaphorical manifestations of that confusion and 
disconnection. Symptoms may also be attempts at adapation 
to the stress of sexual abuse, serving a variety of 
37 
functions for the individuai victin (Sroufe * Rutter, 1984, 
p. 22 ) . 
In the first multivariate analysis, whereas the 
accumulation of symptom categories was associated only with 
the age when the abuse ended, the presence of current 
symptomatology was associated only with the Quality of 
Relational Context score. The symptom clusters which had 
the lowest current frequency in the sample are those 
symptom patterns which allowed the individual to dissociate 
from the confusion and disconnection (drug abuse, 
alcoholism, and schizophrenia) or to replicate the 
disconnection by rebellion (anti-social behavior, 
anorexia). That these symptom patterns contain elements of 
self-punishment may be reflective of the level of moral 
development in the child who perceives the discomfort of 
the sexual abuse as punishment by an authority for some 
unknown crime or inner defect. It is possible that these 
symptom patterns were the most accessible to therapeutic 
intervention when the emotional devastation of the abuse 
was identified and validated, and the role of the 
symptomatology understood, thus replacing the original need 
for numbing or dissociation with insight and catharsis 
within a positive relational context. Further research is 
needed to clarify the role of victim self-blame as a 
response to the trauma of abuse, and whether the constructs 
"behavioral self-blame" versus "characterological self- 
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blame" found in rape victims (Janoff-Bulman, 1979) are 
useful in deepening understanding of post sexual abuse 
adaptation. 
The manner in which symptoms interact with social 
development is not well understood. However, it is clear 
that different symptoms served different functions for 
individuals in this sample. For example, some subjects 
reported that a history of somatization gave them access to 
nurturing attention which was scarce in their families. 
Others reported that excessive drinking or drug use enabled 
them to feel like a part of a social group during 
adolescence and adulthood, or that drinking together was a 
primary way of feeling connected to family members. 
A prevalent and dangerous interaction of the need for 
"normal"-appearing relationships with the inability to 
identify untrustworthiness in others is documented by the 
history of multiple victimization of this sample. Repeated 
physical, sexual, and emotional abuse were commonly 
reported, with 19.3% of subjects having been raped by a 
stranger, 37% by a date or acquaintance, 13% raped by a 
husband, 38.6% having been battered by a male partner, and 
68% reporting emotional abuse in an intimate relationship. 
Only 19.3% of the sample reported no experiences of 
multiple victimization. Experience of one type of multiple 
victimization was reported by 22.8% of subjects, two 
different types of multiple victimization by 21%, three 
types by 28%, and four to six types by 10.6%. These 
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experiences of multiple victimization contain within them 
the pattern of the original sexual abuse: that is, the 
illusion of meaningful connection in stark contrast to 
substantive betrayal, invalidation, and the use of sex, 
physical abuse, and emotional abuse as instruments of 
domination. They also replicate the original feelings of 
confusion, fear, guilt, and helplessness which exacerbate 
the usual isolation and absence of entitlement to one's 
physical and emotional integrity which so often 
characterize adult victims. Many subjects reported that 
they were unable to break out of abusive relationships 
until they had understood that they were not to blame for 
the original sexual abuse and believed that they could let 
go of the superficial sense of connection (i.e, a marriage) 
only when they trusted that they were capable and deserving 
of meaningful, non-sexual connections with others. Often, 
this first meaningful, non-exploitative connection was with 
a therapist. It should be noted that no subject was 
currently in an abusive relationship, and many reported 
relishing time spent alone in self-care activities as 
preferable to settling for even mildly exploitative 
relationships. It is also important to note that no 
subject chose to be revictimized or derived any pleasure 
from this experience. On the contrary, the experience of 
multiple victimization was described by subjects as yet 
another symptom of loss of control, lack of entitlement, 
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distrust and disparagement of their judgement and opinions, 
and low self-esteem. 
Other studies have noted that multiple victimizations 
are common in adults who were sexually abused as children 
(Browne & Finkelhor,1986; Gorcey, Santiago, & McCall-Perez, 
1986; Herman, Russell, & Trocki,1986; Owens, 1984; and 
Ross, 1986), and the rates of rapes and battering 
relationships in this sample is roughly comparable to those 
found in Russell (1986). Unlike the Russell study, ! 
however, the inclusion criteria for this study selected for 
the most damaging type of sexual abuse. Comparison of 
these frequencies to baseline rates of such victimization 
m the general population may not be useful, however, since 
i 
it is generally unspecified how many rape or battering 
victims in the general population have histories of 
t 
childhood sexual abuse. It remains unclear whether more 
severe forms of abuse predict more prevalent multiple 
victimizations, and these data do not address this issue. 
i 
Further research is needed to clarify the link between 
childhood sexual abuse and multiple victimization, in order 
that this phenomenon be more fully understood and thereby 
prevented. 
Many subjects reported using dissociative techniques 
to block out the physical and emotional reactions to the 
abusive acts, and then returning to their "normal" 
awareness when the act was over. This rapid shifting from 
one reality to another is familiar to clinicians who work 
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With so-called borderline clients. For many subjects, the 
original ability to split was an effective coping strategy, 
but often became firmly entrenched and dysfunctional within 
the subject's personality structure. For example, during 
sexual contact, many subjects reported feeling either split 
off, unable to enjoy their own sexual sensation, or 
violated, as in the original abuse. Many subjects reported 
this type of splitting, experienced as flashbacks, 
hallucinations, panic attacks, or schizophrenic symptoms, 
as occurring in any situation in which they felt victimized 
or afraid of being victimized, even when the nature of this 
anticipated victimization was relatively benign or 
mundane. The process by which victims of child sexual 
abuse can become chronic psychiatric patients (Herman, 
1986; Reiker & Carmen, 1986) occurs when such symptoms 
become the primary means of coping with the abuse and 
relating to others. If these symptoms are kept secret, 
they become part of the secrecy of the abuse, and may 
result in isolation, self-stigmatization, and despair. If 
they become noticeable to others, they may result in 
psychiatric hospitalizations where the symptoms, rather 
than the sexual abuse, are mistakenly thought to be the 
source of the problem. Few subjects who were hospitalized 
reported that their hospitalization experience was helpful 
in recovering from the effects of the sexual abuse, 
although hospitalizations were helpful in preventing 
suicide. 
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Many subjects reported learning to mask or replicate 
this dissociative state by abuse of alcohol and drugs, and 
many subjects reported a temporary increase in certain 
types of symptomatology, most commonly panic attacks, when 
they stopped using alcohol and/or drugs. The percentage 
of subjects who reported alcohol and drug abuse was 
somewhat higher than for similar studies (Briere, 1984; 
Herman, 1981; Peters, 1984), reflecting the severity of 
trauma for which this sample was selected. However, this 
study does not compare the rates of various types of 
psychiatric symptoms in this sample to baseline rates in 
the general population. 
Recovery 
The process of recovery from sexual abuse is a 
discrete phenomenon known to clinicians who specialize in 
treating survivors of sexual abuse and to survivors 
themselves. In the clinical context, it refers to an 
ability of both survivor and clinician to actively focus on 
the sexual abuse content, identify the primary coping 
strategies used by the abused child, understand how coping 
strategies may look and feel like pathology, and engage in 
a therapeutic process designed to empower the survivor in 
all areas of her life, particularly in relationships. Some 
types of symptoms disappear once the abuse and its profound 
effect have been identified. Others are more persistent, 
having been integrated into the character structure of the 
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survivor. When recovery is discussed in relation to this 
sample, it does not mean "cure" in the sense of an absolute 
absence of symptomatology and return to perfect 
adjustment. Recovery is a lifelong process, which usually 
gathers momentum as it continues successfully. Although 
survivors often report a decrease in symptomatology with 
successful recovery, they also report that symptoms may re- 
emerge, or emerge in different configurations when life 
stresses recapitulate the abuse in some way. The major 
difference in this situation for the survivor who has 
engaged in successful recovery work is the degree of 
insight, control, and entitlement to nurturance from self 
and others which she is able to mobilize. 
The elements of a successful healing process which 
have been articulated by Castor-Lewis (1986), formulated as 
a result of her in-depth interviews with twelve incest 
survivors, apply equally as well to the process through 
recovery of this sample. These are: 
1. The need to be listened to, heard, and 
believed about the occurrence of the abuse. 
2. The need to be able to understand, to make 
sense of what happened in terms of the incest. 
3. The need to learn to trust oneself, one's 
feelings, needs, and thoughts as valid, real, 
and valuable. 
94 
4 . 
5. 
6. 
7. 
The need to reduce a sense of isolation and 
"being different" from others. 
The need to learn to trust others, in order to 
build a healthy support network. 
The need to address the issue of confrontation 
with one's perpetrator and family. 
The need to work out a new relationship with 
one's body, one's sexuality, one's comfort 
with being a sexual person who can expect to 
be listened to, to have one's needs respected, 
and be capable of protecting oneself. 
8. For some, the need to move beyond survival to 
become an active agent in helping others who 
have been victimized in various ways. 
(pp.13-17) 
The self-selected process by which subjects chose to 
participate in this study offered this researcher a rare 
opportunity to study individuals who demonstrated by their 
participation and self-report that they had made progress 
in recovering from the effects of sexual abuse. In order 
to initiate and follow through with the considerable 
commitment of time and energy required by the interview 
process, a woman had to (a) identify herself as having been 
sexually abused, (b) discuss both the identity of the 
perpetrator and the explicit nature of the abuse prior to 
face-to-face contact with the researcher, and (c) set aside 
several hours in which to talk in detail about herself and 
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her history of sexual abuse to a stranger. The subjects 
were motivated in large part by a desire to gain insight 
for their own personal growth (93%) and to have another 
forum in which to tell their stories (of the abuse) 
(57.9%). Many subjects were also motivated by a wish to 
add to the body of knowledge about sexual abuse in order to 
help other women who had been abused (47.4%). Most 
subjects reported that their preparation for and 
participation in the interview further advanced their 
recovery process. 
Thus, by their participation in and of itself, these 
subjects demonstrated that they were no longer denying, 
minimizing, or silent about having been sexually abused, no 
longer protecting the identity of the perpetrator, no 
longer isolated, thinking that they were the only ones who 
were abused, and trusting that they could reach beyond 
their own pain and healing to make easier the healing of 
other women. These themes of recovery echo elements 1-5 
and 8 in Castor-Lewis's formulation. 
That this subject population had made advancements 
toward recovery can be inferred by an examination of their 
mental health histories. Only three subjects reported 
increased symptomatology in the present or recent past. 
All three reported the emergence of new symptoms concurrent 
with a first disclosure of and focus on sexual abuse in 
their current therapy, and two of the three reported the 
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additional symptoms emerging with sobriety. Fifty subjects 
reported that one or more previously existing symptom 
categories were currently not present in their lives. Most 
subjects demonstrated insight in their analysis of how past 
symptomatology was related to their sexual abuse 
experience, and what kind of personal growth had made it 
possible both to conquer and to let go of previous 
symptomatology, and to continue to work on asserting 
control over any remaining symptoms. Subsequent discussion 
of subjects' therapeutic growth, symptom reduction, and 
success in recovery from sexual abuse is based on the 
assumption that, for this sample, the patterns suggested by 
the statistics on adult adjustment, and the clinical 
assessment of the degree of resiliance and successful 
recovery of the sample by the interviewer, are clinically 
meaningful. Although patterns of recovery by the entire 
sample population are not necessarily generalizable to 
individual subjects or to other populations of sexual abuse 
survivors, nor compared to baseline rates of symptoms 
existing in the general population, an analysis of these 
patterns provides a useful resource to clinicians who work 
with survivors of sexual abuse, as well as serving as 
testimony to the inspiring hard work and inner strength of 
the 58 women who were interviewed. 
The mean numbers of separate therapies engaged in by 
subjects was 3.7, ranging from one time in therapy to eight 
different therapies. Many of these experiences in therapy 
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were described as not helpful, or helpful only in a United 
way, because the sexual abuse never became a focus for 
treatment. Almost all of the subjects reported that their 
last or current therapy focussed on the sexual abuse 
experience and 35.1% of the subjects had participated in a 
sexual abuse treatment group; these therapeutic 
experiences were reported to have been very helpful. The 
mean age for beginning therapy was 21.4 years, with 40.4% 
having begun therapy prior to the age of is. Eighty-one 
percent of subjects had never had a psychiatric 
hospitalization, and although 73.7% of subjects reported 
having had suicidal ideation at some time in their life, 
75.4% of subjects had never made a suicide attempt. Many 
subjects reported that a single-minded focus on work or 
school enabled them to cope with and contain their suicidal 
ideation. 
Consistent with other findings (Bagley & Ramsey, 1985; 
Browne & Finkelhor, 1986; Peters, 1984; Sedney & Brooks, 
1984), depression was the symptom most commonly reported by 
this sample, both over the lifetime and currently. There 
was also a high reported lifetime frequency of panic 
attacks, followed by mania, hysteria/somatization, phobias, 
and obsessive/compulsive disorder, in order of decreasing 
frequency. These symptom clusters may be understood as 
desparate expressions of the grief, fear, rage, 
helplessness, anxiety, and sense of physical damage 
engendered in the child by the experience of being sexually 
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abused (Browne s Finkelhor, 1986). The current mental 
status scores indicate that half of the subjects continue 
to suffer from depression, but hysteria/somatization has 
replaced panic attacks as the next most commonly reported 
symptom cluster (37%), suggesting that, for this sample, 
the sense of physical damage or contamination may be more 
deeply rooted than fear and helplessness. This inference 
is manifested more clearly in the results of the Social 
Adjustment scores, where only in the area of sexual 
adjustment did virtually all subjects report continued 
difficulties or dysfunction. 
The social adjustment scores, as contrasted with the 
mental status scores, were designed to measure functioning 
only within the last two weeks. Therefore, past and 
present social functioning cannot be contrasted. Of the 
five social adjustment scores, work adjustment had the 
healthiest mean score, followed by quality of intimacy, use 
of leisure, social contact, and sexual adjustment. Whether 
the predominance of well-adjusted scores in all areas 
except sexual adjustment is indicative of gains made in the 
process of recovery, reflecting particularly the third 
element of Castor-Lewis's (1986) formulation, or of native 
strength and a history of well-functioning coping 
strategies, cannot be determined from the data collected. 
What is apparent is that it is the area of sexual 
functioning which remains most problematic for a large 
majority of these subjects. This is in agreement with 
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recent articles which describe sexual adjustment problems 
as a long-lasting and tenacious sequel of childhood sexual 
abuse. (Browne S Finkelhor, 1986; Castor-Lewis, 1986; de 
Young, 1982; Herman, 1981; Langmade, 1983; McBride, 1983; 
Russell, 1986). Also, Charmoli (1986) has associated 
sexual problems with the victim having been sexually abused 
by a parent, large age differences between the victim and 
perpetrator, and a low age of onset, all of which factors 
apply to this sample. 
In light of the findings of this study, it is 
understandable that sexual adjustment may be the most 
difficult aspect of adult adjustment to be reintegrated, 
since it relates both to the quality of relational context 
and to the Relationship to Perpetrator scale, and contains 
within it the goal of sexuality as expression of connection 
rather than as expression of disconnection as in the 
original abuse. The healthier the subject's sexual 
functioning, the higher was her Relational Context score 
and the closer was the nature of her relationship to the 
perpetrator. However, the closer she was to the 
perpetrator, the more profound must have been the sense of 
betrayal, so sexual functioning contains within it the 
essence of the double binding nature of sexual abuse by a 
trusted adult. Twenty-six percent of subjects had no 
sexually intimate relationship currently in their lives and 
49% reported having had no sexual contact with anyone in 
the last two weeks. Since this data is not compared to 
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baseline rates of sexual activity in a comparable 
population, these factors may have many interpretations 
besides deficit in sexual adjustment. However, the data 
suggest that, even for this sample of women who are 
successful in work, in play, in intimacy with partners, 
children, relatives and friends, sexual expression remains 
fraught with the danger of feeling again like a victim, 
even after working so hard and so long to feel like a 
survivor. 
Sexual orientation was not considered when subjects 
were evaluated for sexual adjustment, when univariate 
analysis was performed on the basis of sexual preference, 
clear differences emerged between the subjects who reported 
themselves to be heterosexual and those who defined 
themselves either as lesbian, bisexual, or undecided. For 
example, the latter group of subjects demonstrated a high 
correlation between a positive overall Quality of 
Relational Context score and a positive quality of their 
relationships with their fathers (p=.001; R=.7022). In 
the heterosexual group, there was no such correlation. For 
the heterosexual group, the degree of current 
symptomatology was positively correlated to the degree of 
lifetime symptomatology (p=.001; R=.7804), but there was no 
such correlation for the subjects who did not consider 
themselves to be heterosexual. This finding suggests that 
there may have been less symptom decrease among those women 
for whom sexual intimacy with men is an assumed part of 
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their life, either actually or potentially. Constantly, 
those women who are open to even thinking about being 
sexually intimate with other women, and do not feel a 
cultural or personal imperative to be sexual with men, may 
be spared the necessity of re-experiencing the male/female 
power dynamic in relation to sexuality as well as gaining 
the benefits of learning to love themselves through loving 
other women. These results and the whole area of sexual 
orientation and its relationship to sexual abuse need 
further exploration and analysis. 
Conclusion 
The results of this study clarify some aspects of the 
ways in which childhood sexual abuse affects subsequent 
development, while leaving other aspects still obscured in 
complexity. Although the study does not establish a 
clearcut demonstration of the way in which developmental 
level at the time of sexual abuse affects adaptation to the 
abuse and subsequent development, it does suggest new 
directions for further research. Both retrospective and 
longitudinal studies need to be undertaken to look at the 
relationship between symptom development and social 
adjustment. This study suggests that psychiatric 
symptomatology develops either in reaction to the abuse or 
as a means to help the child to cope with the abuse, and 
further analysis of the role of different types of symptoms 
at different developmental levels, and the manner in which 
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symptom-as-coping strategy becomes pathology, needs to be 
undertaken. The interaction of age of onset, duration of 
abuse, and age when abuse ends, with each other and with 
the developmental process over time, needs further 
clarification. 
The greatest contribution of this study is in the area 
of relationships and how they affect and are affected by 
childhood sexual abuse. Nurturing relationships with 
adults, despite the existence of child sexual abuse, appear 
to equip the child to contain the affect associated with 
the abuse in a functional enough manner to be able, as an 
adult, to engage in intimate relationships, both sexual 
and non-sexual, and to engage in effective therapeutic 
process aimed at symptom reduction. Other aspects of 
relationship, particularly within the relationship between 
perpetrator and victim, confound the child's ability to 
aspire to normal functioning. The child is more likely to 
be able to continue a successful process of developmental 
mastery in relation to cognitive abilities and work habits 
into adulthood if the relationship which is betrayed by the 
abuse is not central to the child's family life, and if the 
degree of violence clearly delineates the difference 
between loving or affectionate behavior and hurtful or 
"mean" behavior. The adult's ability to engage in social 
contact and meaningful leisure activity also seems related 
to her perception of the abuse experience as violent. It 
would appear that, while violence was certainly 
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traumatizing to these subjects, severe violence seemed to 
allow them to externalize the wrongness of the abuse to a 
greater degree than when the violation occurred within a 
more intimate relational context. Thus, the subjects whose 
abuse was more violent seem not to suffer as much from 
feelings of lack of entitlement to and safety within 
pleasureable social and leisure activities as do the 
subjects whose abuse experiences were more rooted in the 
paradoxical intimacy-as-abuse context, although they may 
experience more dissociative and fear-related symptoms. 
And, finally, when the perpetrator was a close family 
member, the subject appeared to have greater access to 
healthy sexual functioning, a finding which may appear 
confusing unless it is juxtaposed with findings about the 
other outcome variables. For example, the relationship to 
perpetrator scale has an opposite relationship to work 
adjustment and to sexual adjustment, suggesting that 
healthy adjustment in these two areas may be mutually 
exclusive. That is, healthy adjustment in the area of work 
may preclude healthy sexual adjustment, while healthy 
sexual adjustment may supercede healthy work adjustment, 
although, for this sample, healthy sexual adjustment was 
elusive while healthy work adjustment was common. 
Regardless of the meaning of such contradictions, they 
illuminate the deeply rooted and complex manner in which 
elements of the experience of childhood sexual abuse, 
particularly relational elements, interact and influence 
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patterns of development long after the sexual abuse is 
over. Furthermore, the findings on the importance of 
childhood relationships with available and accepting adults 
as related to symptom reduction, sexual functioning, and 
quality of intimacy, suggest that, in therapeutic 
relationships with women who have survived childhood sexual 
abuse, it is the process of the relationship itself which 
promotes healing, since child sexual abuse violates both 
relational process and the self-in-relation, it seems 
logical that the healing of this violation would be most 
effectively nurtured within a healthy, non-exploitative 
relational context in which both participants experience 
the vitality, increased self-knowledge, increased self¬ 
esteem, mutual empowerment, and desire for more connection 
which form the core of healthy relationships. 
APPENDIX A 
Recruitment Flyer 
WOMEN: Were you sexually 
abused as a child! 
Are you interested in more fully 
understanding the effect of tliis 
sexual abuse on your life! 
I have worked clinically for 13 yaara with woman who 
hava baan sexually and phyaically abuaad, and Z am 
currently conducting a doctoral raaaarch project on the 
impact of child aaxual abuaa on woman'a davalopmant. 
I am looking for woman who want to participate in thia 
atudy. You are eligible for inclusion in the study lit 
• you are over the age of 18 
• you ware aexually abused before the age of 18 
• you were abused by a man whom you knew (perpetrator 
must hava been at least 16 yaara old and at least 
3 years older than you at the time of the abuse) 
• the abuse involvedi contact of breasts and/or 
genitals by perpetrator or victim forced to touch 
genitals of perpetrator (olothed or unclothed) 
If your experience falls within these guidelines and 
if you want to participate in an interesting and 
potentially growthful prooess, calli 
Joan Featherman 
r 
774-3700 (evenings, 8i30-10«00 P. M. , 
weekends, or leave a message anytime) 
APPENDIX B 
Letter of Introduction to Subjects 
20 Orchard St. 
Greenfield, MA 01301 
November 1, 1987 
Dear Friend, 
I am writing to you about the research project which 
was mentioned to you by _ 
I am very pleased that you are willing to help me study this 
very important topic. 
In this envelope you will find two forms. Please read 
them, since they contain information about the study which 
both you and I need to know. I will be calling you soon to 
answer any questions which you may have about your 
participation in the study and to set up an appointment to 
interview you. I am hoping that you can fill out the form 
called Eligibility Form before our telephone conversation. 
I will be going over these questions with you at that time 
to make sure that the type of sexual abuse which you 
suffered is the type which I am studying. I know that it is 
difficult to answer questions of this sort, and I appreciate 
greatly your willingness to do so. The other form, 
Participant Consent Form, I will be asking you to sign when 
we have our interview. 
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If you would like to discuss anything about the study 
with me before I call you, please feel free to call me at 
(413) 774-5700. The best times to reach me are weeknight 
evenings from 6:30 to 10:00 P.M., Wednesdays and Fridays 
from 9:00 A.M. to 1:00 P.M., and weekends. If you are 
concerned about calling long-distance, you can call me and I 
will call you right back. 
Thank you for agreeing to talk with me about the 
difficult subject of sexual abuse. What I learn from you 
and others like you will make it easier for us to help the 
many children and women who are hurt by sexual abuse. 
Sincerely, 
Joan Featherman 
APPENDIX C 
Participant Consent Form 
By signing below, I understand that I am agreeing to 
participate in this research project. A full oral 
explanation of this project has been presented. 
I, the undersigned, agree to be interviewed by Joan 
Featherman for purposes of dissertation research. I am 
aware that any data I provide will be kept confidential and 
that I may withdraw from participation at any time. 
Date Signature 
APPENDIX D 
Eligibility Form 
The purpose of this study is to find out how being 
sexually abused as a child has effected your life. All of 
the women who will be interviewed for this study have these 
things in common: 
Please check whether 
or not this applies to you. 
1. You are now 18 years or older. Yes [ ] No [] 
2. You were sexually abused 
before the age of 18. Yes [ ] No [] 
3. You were sexually abused 
by a man you knew. Yes [ ] No [] 
4 . The man who abused you was 16 
or older when he abused you. Yes [ ] No [] 
5. The man who abused you was more 
than 5 years older than you. Yes [ ] No [] 
6 . The man sexually abused you by 
touching your breasts or your 
genitals or by making you 
touch his genitals. Yes [ ] No [] 
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If you answered "yes" to all the items on page 1, 
please answer below: 
How old were you when the sexual abuse first started? 
How long did the sexual abuse by this man continue? 
How did you know this man? 
Thank you for taking the time to answer these questions and 
for your patience in thinking about this difficult 
experience. I am looking forward to talking with you in the 
near future. 
APPENDIX E 
Screening Script 
Hello. My name is Joan Featherman. I recently sent 
you some information about the study I'm doing. Did you 
receive this information? Did you have a chance to read 
it? Do you have any comments or questions about the study 
or about what will happen during the interview? 
I will respond to questions and concerns, with the 
general explanation of the study as follows: 
I am trying to learn from women who were sexually 
abused as children how that abuse affected their childhood 
and their adulthood. I know that women who were sexually 
victimized use many different ways of understanding and 
coping with a history of abuse, some of which feel strong 
and positive and some which don't. I want to learn from 
your experience what can help other women heal from an 
experience of sexual abuse. 
The interview will take about 3 to 4 hours and will 
consist of four separate questionnaires. We can schedule a 
time and place for this interview which is convenient for 
you. 
Could you look at the Eligibility Form which I sent? 
Did you have a chance to fill it out? Did you check "Yes" 
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for questions 1-6 on the first page of this form? (If not, 
I will explore, and if ineligible for the study, I will 
explain why, thank her profusely, and make sure she 
understands why she will not be participating). If subject 
meets all criteria, I will ask if she wants to participate, 
explain that the study will be confidential and that she may 
withdraw at any time, and arrange a time for the interview. 
I will encourage her to call me if any other questions arise 
between our conversation and the arranged meeting, and 
appreciate her for her courage in agreeing to participate. 
1 
APPENDIX F 
Perceived Quality of Relational Context Scale 
I'd like to find out what your relationships with 
adults were like when you were a child. Think of up to 5 
adults (including your mother and father) who were the most 
important to you around the time when you were being 
sexually abused. 
What age are you thinking of? 
Age_ 
Who were they? 
1. 
2. 
3. 
4. 
5. 
Here is a list of words which describe many different ways 
of relating to other people. As you think about each 
relationship you chose, pick 5 words from the list which 
most accurately describe the way each of these people 
related to you. If you think of other words which describe 
the relationship better than the words on the list, feel 
free to use them. 
(c) Featherman, 1987 
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kind 
worried 
humorous 
protective 
busy 
angry 
self-involved 
gentle 
close 
unpredictable 
loving 
respectful 
affectionate 
fearful 
teasing 
rejecting 
playful 
seductive 
warm 
disinterested 
unhelpful 
flirtatious 
hard 
over-involved 
nice 
strict 
encouraging 
hostile 
caring 
wise 
pressuring 
cold 
contradictory 
abusive 
changeable 
accepting 
calm 
selfish 
non-judgemental 
praising 
punishing 
sympathetic 
available 
unfeeling 
critical 
ambivalent 
unavailable 
nasty 
nurturant 
demeaning 
distant 
indulgent 
confusing 
responsive 
validating 
dependent 
insulting 
depressed 
indecisive 
tired 
concerned 
crazy 
pleasant 
violent 
overprotective 
affirming 
judgemental 
intrusive 
mean 
helpful 
unreliable 
supportive 
smothering 
humiliating 
friendly 
irritable 
generous 
considerate 
annoyed 
uncaring 
negative 
sick attentive sweet 
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1. Mother 
(Age _) 
A. What 5 words describe the way your mother related to you 
around this time? 
a. 
b. 
c. 
d. 
e. 
B. About how often did you see your mother around this 
time? 
Just about every day. [] 
4 or more times a week. [] 
1-3 times a week. [] 
1-3 times a month. [] 
several times a year or less. [] 
Think about how your mother treated you around this 
time. If you were feeling upset about something that had 
happened, say at school or with a friend, what would she do 
if you told her about it? 
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Pick one in each category: 
A. 
_ She would listen carefully to what I had to say. 
_ She would try to listen but rarely give her full 
attention. 
_ She would hardly ever listen to me. 
B. 
_ She would be sympathetic and comforting. 
_ She would give advice but not usually understand how I 
was feeling. 
_ She would criticize me either for what had happened or 
for being so upset. 
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2. Father 
Age _ 
A. What 5 words describe the way your father related to 
you around this time? 
a. 
b. 
c. 
d. 
e. 
B. About how often did you see your father around this 
time? 
Just about every day. [] 
4 or more times a week. [] 
1-3 times a week. [] 
1-3 times a month. [] 
several times a year or less. [] 
Think about the way your father treated you around this 
time. If you were feeling upset about someting that had 
happened, say at school or with a friend, what would he do 
if you told him about it? 
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Pick one in each category: 
A. 
_ He would listen carefully to what I had to say. 
_ He would try to listen but rarely give his full 
attention. 
_ He would hardly ever listen to roe. 
B. 
_ He would be sympathetic and comforting. 
_ He would give advice, but not usually understand how I 
was feeling. 
_ He would criticize me for what had happened or for 
being so upset. 
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3 . 
Age 
A. What 5 words best describe the way 
to you around this time? 
a. 
b. 
c. 
d. 
e. 
B. About how often did you see _ 
this time? 
Just about every day. [ ] 
4 or more times a week. [] 
1-3 times a week. [] 
1-3 times a month. [] 
several times a year or less. [] 
related 
around 
Think about how _ treated you around 
this time. If you were upset about something that had 
happened, say at school or with a friend, what would (s)he 
do if you told her/him about it? 
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Pick one in each category: 
A. 
_ (S)he would listen carefully to what I had to say. 
_ (S)he would try to listen but rarely give her/his 
full attention. 
_ (S)he would hardly ever listen to me. 
B. 
_ (S)he would be sympathetic and comforting. 
_ (S)he would give advice, but not usually understand 
how I was feeling. 
_ (S)he would criticize me for what had happened or for 
being so upset. 
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4 . 
Age _ 
A. What 5 words describe the way 
you around this time? 
a. 
b. 
c. 
d. 
e. 
1 
I 
around 
l i 
l 
i 
i i 
i 
i i 
i 
i 
i 
Think about how __ treated you around 
i 
this time. If you were feeling upset about something that 
had happened, say at school or with a friend, what would 
(s)he do if you told her/him about it? 
B. About how often did you see _ 
this time? 
Just about every day. [] 
4 or more times a week. [] 
1-3 times a week. [] 
1-3 times a month. [] 
several times a year or less. [] 
related to 
I 
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Pick one in each category: 
A. 
_(S)he would listen carefully to what I had to say. 
_(S)he would try to listen but rarely give her/his full 
attention. 
_(S)he would hardly ever listen to me. 
B. 
_(S)he would be sympathetic and comforting. 
_(S)he would give advice but not really understand how I 
was feeling. 
_(S)he would criticize me for what had happened or for 
being so upset. 
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5. 
Age _ 
A. What 5 words describe the way 
to you around this time? 
a. 
b. 
c. 
d. 
e. 
B. About how often did you see 
this time? 
Just about every day. [] 
4 or more times a week. [] 
1-3 times a week. [] 
1-3 times a month. [] 
several times a year or less. [] 
related 
around 
Think about how _ treated you 
around this time. If you were feeling upset about something 
that had happened, say at school or with a friend, what 
would (s)he do if you told her/him about it? 
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Pick one in each category: 
A. 
_(S)he would listen carefully to what I had to say. 
_(S)he would try to listen but rarely give her/his full 
attention. 
_(S)he would hardly ever listen to me. 
B. 
_(S)he would be sympathetic and comforting. 
_(S)he would give advice, but not really understand how 
I was feeling. 
_(S)he would criticize me for what had happened or for 
being so upset. 
As you have remembered these relationships, what 
feelings have you had about how these relationships 
influenced your life as a child? As an adult? 
APPENDIX G 
Social Adjustment Scale 
Part I Background Information 
1. Date of Birth 
Code # 
2. Ethnic Origin: Alaskan Native/Native American [] 
Asian/Pacific Islander [] 
Black [ ] 
Hispanic [] 
Caucasian [] 
Other _ [ ] 
3. While you were growing up, was your family: 
On Public Assistance [] 
Working Class [] 
Middle Class [] 
Upper Middle Class [] 
Wealthy [] 
4. Now, is your family: 
On Public Assistance [] 
Working Class [] 
Middle Class [ ] 
Upper Middle Class [] 
Wealthy [ ] 
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5. Number of years of education currently completed: 
Elementary School High School College Grad.School 
12 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 
6. What is the most advanced degree or diploma you now 
hold? 
High school diploma/ GED [] 
Vocational training certificate [] 
Associate's Degree [] 
Bachelor's Degree [] 
Master's Degree [] 
Doctorate [ ] 
Other (please specify)_[] 
7. What is your current marital/relationship status? 
single, never married [] 
same-sex partner, never married [] 
married, never divorced [] 
married, previously divorced [] 
same-sex partner, previously divorced [] 
separated 
divorced 
widowed 
[] 
[] 
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8. Do you currently share a sexual intimacy? 
Yes, with an opposite sex partner [] 
Yes, with a same sex partner [] 
N° [] 
Other r i 
9. How many marriages/committed relationships have you had 
in the last five years? _ 
10. If currently with same sex partner: Do you identify 
yourself as a lesbian? _ How long have you considered 
yourself to be a lesbian?_ 
11. What religion were you raised in? 
12. Do you practice any religion now? If so, which one? 
13. Do you have any chronic health problems for which you 
have seen a doctor in the last year? Please list. 
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14. Have you sought help for any mental health concern? 
Please list approximate dates and length of any mental 
health treatment received. (For each therapy or 
hospitalization experience, was the sexual abuse discussed 
and if so, was the discussion helpful?) 
Part II WORK, SPARE TIME, AND RELATIONSHIPS 
WORK: Check the situation that best describes you: 
1. I am 
a worker for pay [] 
a homemaker [] 
a student [] 
retired [] 
unemployed [] 
on public assistance [] 
2. If you work for pay , what do you do in your job? 
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3. How long have you been employed in this job? 
4. List your last 3 jobs before your current job with length 
of time employed and reason for leaving. 
Job Length of time Reason for leaving 
5. Have you had enough money to take care of your own and 
your family's financial needs during the last two weeks? 
I had enough money for needs. [ ] 
I usually had enough money with minor problems. [] 
About half the time I did not have enough money 
and had to borrow from others. [] 
I usually did not have enough money and 
had to borrow from others. [] 
I had great financial difficulty [] 
6. Are you the primary wage earner for your 
Yes [ ] 
No [ ] 
household? 
131 
If No: Who is the primary wage earner for your 
household? 
What is that person's occupation? 
Answer any categories which apply to you. 
WORK OUTSIDE THE HOME: 
7. Do you work Part-time [] (how many hours?_1 
Full-time [] 
8. Have you been able to do your work in the last two 
weeks? 
I did my work very well. [] 
I did my work well but had some minor problems. [ ] 
I needed help with work and did not do well about 
half the time. ^ 
I did my work poorly most of the time. H 
I stayed home from work. (find out why) H 
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9. How well did you like your job in the past two weeks? 
I always liked my job very much. ^ I 
I usually liked my job pretty well. ^ 
Sometimes I liked my job and sometimes I didn't. [ ] 
I hardly ever liked my job. ^ ^ 
Not applicable; I didn't go to work. [] 
10. What would you like to be doing for work five years from 
now? 
11. What are you doing now to reach that goal? 
WORK AT HOME; 
12. During the last two weeks, have you done your 
housework? This includes cooking, cleaning, laundry, 
grocery shopping, and errands. 
I did my housework very well. [] 
I did my housework well but had some minor problems. [] 
I did my housework well only about half the time. [] 
I did my housework poorly most of the time. [] 
I did not do any housework. (Why?) U 
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13. Have you liked doing your housework these last two 
weeks? 
I always liked doing my housework very much. [] 
I usually liked doing my housework pretty well. [] 
Sometimes I liked doing my housework and sometimes I 
didn't. [] 
I hardly ever liked doing my housework. [] 
Not applicable; I did no housework. [] 
FOR STUDENTS; 
14. What best describes your program: 
Full time 
3/4 time 
half time 
other 
[] 
[] 
[] 
[] What? 
15. Have you been able to keep up with your class work in 
the last two weeks? 
I did my work very well. t 
I did my work well but had minor problems. [ 
I did not do my work well about half the time. [ 
I did my work poorly most of the time. I 
I did no schoolwork during this period. (Why?)—-- I 
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16. Have you liked doing your schoolwork during these past 
two weeks? 
I always liked doing my schoolwork very much. [ ] 
I usually liked doing my schoolwork pretty well. [] 
I sometimes liked doing my schoolwork and sometimes I 
didn't. ^ ] 
I hardly ever liked doing my schoolwork. [] 
Not applicable; I did no schoolwork. [] 
17. What have your grades been in your courses during the 
last year? 
If on Public Assistance; 
18. What kind of assistance do you receive? 
19. How long have you received Public Assistance? 
20. Do you have plans to get off Public Assistance in the 
future? Yes [] 
No [] 
21. If yes on #20, what steps have you taken toward that 
goal? 
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SPARE TIME: EVERYONE COMPLETE THIS SECTION 
Check the answer that best describes how you have been in 
the past two weeks. 
22. How many friends have you seen or spoken to on the 
telephone in the last two weeks? 
Nine or more friends. [] 
Five to eight friends. [] 
Two to four friends. [] 
one friend. [] 
no friends. [] 
23. Have you been able to talk about your problems with at 
least one friend during the last two weeks? 
I can always talk about my problems with a friend. [] 
I usually can talk about my problems with a friend. [] 
About half the time I felt able to talk about ray 
problems with a friend. 
I usually was not able to talk about my problems 
with a friend. ^ 
I was not able to talk about my problems with a friend. [] 
; 
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24. Have any of your friends talked to you about their 
problems in the last two weeks? 
Some friends always talk to me about their problems. [] 
Some friends usually talk to me about their problems. [ ] 
Some friends sometimes talk to me and sometimes don't about 
their problems. [ -j 
Friends rarely talk to me about their problems. [] 
Friends never talk to me about their problems. [] 
25. If you and a friend disagreed about something, how 
would the two of you handle this conflict? (Check any which 
apply) 
We would yell at each other. [] 
We would try to talk out our disagreements. [] 
We would try to avoid that subject. [] 
We would pretend it didn't happen. [] 
I would avoid that friend for awhile. [] 
I would throw things. [ ] 
I would use force or violence in order to win. [] 
My friend would throw things. [] 
My friend would use force or violence in order to win. [] 
[] Other 
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26. How many times in the last two weeks have you gone out 
socially with other people? (Examples: visited friends, 
gone to the movies, bowling, church or synagogue, 
restaurants, invited friends to your home, etc.) 
More than three times. [] 
Three times. [] 
Twice. [] 
Once. [] 
None. [] 
27. What hobbies do you spend your spare time on? 
28. How much time have you spent on hobbies or spare time 
interests during the last two weeks? (Examples: bowling, 
sewing, gardening, sports, reading.) 
I spent most of my spare time on hobbies almost 
every day. ■* 
I spent some spare time on hobbies some of the days. [] 
I spent a little spare time on hobbies. H 
I usually did not spend any time on hobbies but did 
watch TV. 
I did not spend any spare time on hobbies or watching TV? [] 
1 
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29. Have you felt bored in your spare time during the 
last two weeks? 
I never felt bored. [ ] 
I usually did not feel bored. [] 
About half the time I felt bored. [] 
Most of the time I felt bored. [] 
All of the time I felt bored. [] 
30. Have you felt shy or uncomfortable with people in the 
last two weeks? 
I always felt comfortable. [] 
Sometimes I felt uncomfortable but could relax after 
awhile. [] 
About half the time I felt uncomfortable. [] 
I usually felt uncomfortable. [] 
I always felt uncomfortable. [] 
31. Have you felt lonely and wished for more friends during 
the last two weeks? 
I have not felt lonely. [] 
I have felt lonely a few times. [] 
About half the time I felt lonely. [] 
I usually felt lonely. [] 
I always felt lonely. N 
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FAMILY: Answer questions 32-36 about your parents, brothers, 
sisters, grandparents, in-laws, and children not living at 
home. 
32. Have you been in contact with any relatives in the last 
two weeks? 
No [] 
Yes [] Write the number of contacts next to each name. 
_Mother 
_Father 
_Sister or brother 
_Grandparents 
_Aunts,Uncles,or cousins 
_In-laws 
_children 
_other relatives 
33. Which of these relatives do you feel closest to? 
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34. If you have been in contact with any relatives in the 
last two weeks, have you been able to talk about your 
problems with at least one of your relatives in the last two 
weeks? 
I can always talk about my problems with at least one 
relative. ^ -j 
I usually can talk about my problems to some relative. [] 
About half the time I felt able to talk about my 
problems to a relative. [] 
I usually was not able to talk about my problems to a 
relative. [] 
I was never able to talk about my problems to any 
relative. [] 
35. Have any of your relatives been able to talk to you 
about their problems in the last two weeks? 
At least one relative always talks to me about her/his 
problems. [] 
At least one relative usually talks to me about her/his 
problems. H 
Relatives sometimes talk to me about their problems. [] 
Relatives rarely talk to me about their problems. [] 
Relatives never talk to me about their problems. [] 
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36. If you and a close relative disagreed about something, 
how would you handle this conflict? (Check any that apply) 
We would yell at each other. [] 
We would try to talk out our disagreements. [] 
We would try to avoid that subject. [] 
We would pretend it didn't happen. [] 
I would avoid that relative for awhile. [] 
I would throw things. [] 
I would use force or violence in order to win. [] 
My relative would throw things. [] 
My relative would use force or violence in order to win. [] 
Other _ [ 1 
37. Are you a Single, Separated, or Divorced person not 
living with a sexual partner: 
Yes [] Answer questions 38 & 39 
No [] Go to question 40 
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38. How many times have you been with a date during these 
last two weeks? 
More than three times [] 
Three times [] 
Twice [ ] 
Once [ ] 
Never [] 
39. Have you been interested in dating in the last two 
weeks? If you have not dated, would you like to? 
I was always interested in dating [ ] 
Most of the time I was interested in dating. [] 
About half the time I was interested. [] 
Most of the time I was not interested. [] 
I was completely uninterested in dating. [] 
40. Are you living with a spouse or partner in a permanent 
relationship? 
Yes [] Please answer questions 41-50. 
How long have you been involved in this 
relationship? __ 
No [] Please go to question 51 
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41. In general, how happy are you with this relationship? 
I am completely happy with this relationship. [] 
I am almost always happy with this relationship. [ ] 
About half the time I am happy with this relationship. [] 
I am usually unhappy with this relationship. [] 
I am always unhappy with this relationship. [] 
42. Have you been able to talk about your feelings or 
problems with your partner during the last two weeks? 
I could always talk freely about my feelings or 
problems. [] 
I usually could talk about my feelings or problems. [] 
About half the time I felt able to talk about my 
feelings or problems. H 
I was rarely able to talk about my feelings or 
problems. ^ ^ 
I was never able to talk about my feelings or 
problems. ^ ^ 
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43. Was your partner able to talk about her/his feelings or 
problems with you during the past two weeks? 
My partner always talked about her/his feelings or problems 
to me. j 
My partner usually talked about her/his feelings or problems 
to me• ^ j 
About half the time my partner talked about her/his feelings 
or problems. ^ 
My partner rarely talked about her/his feelings or problems 
to me. ^ j 
My partner never talked about her/his feelings or problems 
to me. [] 
44. Have you had open arguments with your partner in the 
last two weeks? 
We had no arguments and we got along well. [] 
We usually got along well but had minor arguments. [] 
We had a few arguments. [] 
We had many arguments. [ ] 
We were constantly in arguments. [ ] 
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45. If you and your partner disagreed about something, how 
would the two of you handle this conflict? (Check any which 
apply) 
We would yell at each other. [] 
We would try to talk out our disagreements. [] 
We would try to avoid that subject. [ ] 
We would pretend it didn't happen. [] 
I would avoid my partner for awhile. [] 
I would throw things. [] 
I would use force or violence in order to win. [] 
My partner would throw things. [ ] 
My partner would use force or violence in order to win.[] 
Other _______ t ^ 
46. Have you been trying to have your own way at home 
during the last two weeks? 
I always tried to have my own way. [] 
I usually tried to have my own way. H 
About half the time I tried to have my own way. [] 
I rarely tried to have my own way. t ] 
I never tried to have my own way. H 
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47. Have you been bossed around by your partner these last 
two weeks? 
Almost never. [] 
Once in a while. [] 
About half the time. [] 
Most of the time. [] 
Always. [] 
48. How have you felt about your partner during the last 
two weeks? 
I always felt affection. [] 
I usually felt affection. [] 
About half the time I felt dislike and half the time 
affection. 
I usually felt dislike. 
I always felt disllike 
U 
[] 
[] 
49.How much do you like your sexual relationship with your 
partner? 
I always like it very much. [] 
I usually like it pretty well. [] 
About half the time I like it and half the time 
I don't. 
I hardly ever like it 
I never like it. 
[] 
[] 
[] 
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50. How much do you think your partner likes her/his sexual 
relationship with you? 
(S)he always likes it very much. [] 
(S)he usually likes it pretty well. [] 
About half the time (s)he likes it and half the 
time (s)he doesn't. [] 
(S)he hardly ever likes it. [] 
(S)he never likes it. [] 
I don't know. [] 
51. How have you felt about sex during the last two weeks? 
I always enjoyed it. [] 
I usually enjoyed it. [] 
About half the time I did, and half the time I did 
not enjoy it. H 
I hardly ever enjoyed it. H 
I never enjoyed it. [] 
Not applicable; no sex in past two weeks. [] 
52.How frequently do you have an orgasm during sexual 
activity. 
All the time. [] 
Usually. [] 
Sometimes. [] 
Rarely. U 
[] Never. 
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53. When you look at yourself in the mirror, how do you 
usually feel about the size and shape of your body? 
I always like the size and shape of my body. [] 
I usually like the size and shape of my body. [] 
About half the time I like my size and shape and 
half the time I don't. j- j 
I hardly ever like the size and shape of my body. [] 
I never like the size and shape of my body. [ ] 
54. In general, how sexually attractive do you feel? 
I always feel sexually attractive. [] 
I usually feel sexually attractive. [] 
Half the time I feel sexually attractive and half 
the time I don't. [] 
I hardly ever feel sexually attractive, [] 
I never feel sexually attractive. [] 
55. CHILDREN: Have you had unmarried children, 
stepchildren, or foster children living at home during the 
last two weeks? 
Yes. [] (Answer questions 56-63) 
No. [] (Go to question 64) 
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56. Do you have a child who has been: 
sexually abused [] 
physically abused n 
emotionally abused [] 
57. Have any of your children ever been removed from the 
home due to any kind of abuse or neglect? 
Yes [ ] 
No [] 
58. If yes on # 57, has that child/children been returned 
to the home? 
Yes. [] No. [] 
59. Have you been interested in what your children are doing- 
school, play, or hobbies during the last two weeks? 
I was always interested and actively involved. [ ] 
I usually was interested and involved. U 
About half the time interested and half the time not 
interested. ^ 
I usually was not interested. [ ^ 
I was never interested. 
60. Which of these activities are you regularly involved 
in? 
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Helping child with homework. [ j 
Meeting with child's teacher. ^ 
Attending PTO meetings. ^ 
Reading to your child. 
Playing with your child. [] 
Doing housework with your child, (cooking, picking 
up, etc.) [ ] 
Sports with your child. [] 
Transporting your child to lessons or events. [] 
Transporting your child to friends' houses. [] 
61. Have you been able to talk and listen to your children 
during the last two weeks? 
I always was able to talk and listen to them. [] 
I usually was able to talk and listen to them. [] 
About half the time I was able to talk and listen 
to them. [ ] 
I usually was not able to talk and listen to 
them. [1 
I was never able to talk and listen to them. [] 
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62. If you and your child disagreed about something, how 
would the two of you handle this conflict? (Check any which 
apply) 
We would yell at each other. [] 
We would try to talk out our disagreements. [] 
I would punish my child. [] 
We would pretend it didn't happen. [] 
I would avoid my child for awhile. [] 
I would throw things. [] 
I would use force or violence in order to win. [] 
My child would throw things. [] 
My child would use force or violence in order to win. [] 
Other _____ 11 
63. How have you felt toward your children these past two 
weeks? 
I always felt affection. ^ 
I mostly felt affection. [] 
About half the time I felt affection and half the 
time I didn't. ^ 
Most of the time I did not feel affection. [] 
I never felt affection toward them. 
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64. How would you describe yourself as a parent? 
RELATIONSHIPS IN GENERAL 
Think about the closest, most valued, or most important 
friendship in your life. The following questions are about 
the way you and your friend feel about this relationship. 
What person are you thinking of?_ 
65. When I think about or am with this person I feel 
Very excited to have this friendship. [] 
Somewhat excited to have this friendship. [] 
Both positive and negative feelings about having this 
friendship. [] 
Somewhat drained by this friendship. [] 
Very drained by this friendship. [] 
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66. When this person thinks about or is with me, I imagine 
that (s)he feels 
Very excited to have this friendship. [] 
Somewhat excited to have this friendship. [] 
Both positive and negative feelings about this 
friendship. [] 
Somewhat drained by this friendship. [] 
Very drained by this friendship. [] 
I don't know [ ] 
67. Being in this friendship makes me feel: 
Much more confident about what I can do in my life. [] 
A little more confident about what I can do in my 
life. 
Sometimes more confident and sometimes less confident 
about what I can do. H 
A little less confident about what I can do in my 
life. ^ 
Much less confident about what I can do in my 
life. 
This friendship has no effect on my self- 
[] 
confidence. 
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68. Being in this friendship seems to make my friend: 
Much more confident about what (s)he can do in life. [] 
A little more confident about what (s)he can do in 
life. j. j 
Sometimes more confident and sometimes less confident 
about what (s)he can do. ^ 
A little less confident about what (s)he can do in 
life. (• j 
Much less confident about what (s)he can do in 
life. [ ] 
This friendship seems to have no effect on my 
friend's self-confidence. [] 
I don't know. [ ] 
69. This friendship: 
Helps me to understand myself much better. [] 
Helps me to understand myself a little better. [] 
Sometimes helps me and sometimes confuses me about 
myself. t ] 
Hardly ever helps me to understand myself better. [] 
Never helps me to understand myself better. [] 
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70. I think that this friendship: 
Helps my friend to understand her/himself much better. [] 
Helps my friend to understand her/himself a little 
better. [ ] 
Sometimes helps and sometimes confuses my friend about 
her/himself. [] 
Hardly ever helps my friend to understand her/himself 
better. [] 
Never helps my friend to understand her/himself 
better. t1 
I don't know. U 
71. This friendship: 
Helps me to understand my friend much better. [] 
Helps me to understand my friend a little better. [] 
Sometimes helps me and sometimes confuses my about 
my friend. ^ ^ 
Hardly ever helps me to understand my friend. [] 
Never helps me to understand my friend. U 
72. 
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I think that this friendship: 
Helps my friend to understand me much better. 
Helps my friend to understand me a little better. 
Sometimes helps and sometimes confuses my friend about 
me. 
Hardly ever helps my friend to understand me better. 
Never helps my friend to understand me better. 
I don't know. 
73. From being in this friendship: 
I feel much better about myself. [] 
I feel a little better about myself. [] 
Sometimes I feel better about myself and sometimes I 
don't. [] 
I feel a little worse about myself. [] 
I feel much worse about myself. [] 
No change. t] 
74. From being in this friendship, I think that: 
My friend feels much better about her/hiraself. [] 
My friend feels a little better about her/himself. [] 
My friend sometimes feels better and sometimes worse 
about her/himself. ^ 
My friend feels a little worse about her/himself. [] 
jjjy friend feels much worse about her/himself. [ 
[ ‘ 
No change. 
[ 
I don't know. 
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75. Being in this friendship has made me feel: 
Eager and hopeful about making other close friends. [] 
It is possible that I might make other close friends. [] 
That I wouldn't want to make other close friends. [] 
It would be difficult to make other close friends. [] 
It would be impossible to make other close friends. [] 
76. From being in this friendship, I think that ray 
friend feels: 
Eager and hopeful about making other close friends. [] 
It is possible that (s)he might make other 
close friends. H 
that (s)he wouldn't want to make any other 
close friends. ^ 
It would be difficult to make other close friends. [] 
It would be impossible to make other close friends. [] 
I don't know. t ] 
APPENDIX H 
Sexual Abuse Questionnaire 
1. Who abused you? __ 
How did you know this man? 
2. What was your relationship with _like 
before he started abusing you? 
3. How old were you when _ first began to 
behave sexually toward you? 
4. Was this before or after you began your period? How old 
were you when you first began your period?_ 
5. Was this before or after you began developing breasts 
and body hair? How old were you when you first began 
developing breasts and body hair? _____ 
6. Over what period of time did-sexually 
abuse you? 
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7. How often did this sexual abuse occur? 
8. Did _ use any threats or 
rewards to make you do what he wanted you to do or to make 
sure that you didn't tell anyone? 
9# Did ___ use any force or 
violence to make you do what he wanted you to do? 
What? 
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10. What exactly was the nature of the sexual abuse? (Show 
subject the list below of sexually abusive behaviors. Ask 
subject to list the behaviors in chronological order, 
signifying the approximate age at which each occurred.) 
Age 
Seductive and/or inappropriately sexual language and 
behavior. 
Sexual kissing, intentional touching of buttocks, thigh, 
clothed breasts or genitals, completed or attempted. _ 
Breast contact (unclothed) _ 
Simulated intercourse, completed or attempted. _ 
Genital contact (unclothed), including touching or 
penetration with fingers or other objects, completed 
or attempted. _ 
Oral sex, performed on child. _ 
Oral sex, performed on perpetrator. _ 
Anal intercourse, completed or attempted. _ 
_Attempted genital intercourse. - 
Genital intercourse. - 
11. Overall, how did you feel about these experiences at 
the time? 
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12. Have these experiences had any effect on your life over 
the years? Please describe. 
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13. Who was the first person you told or tried to tell 
about the abuse? 
14. How long after the abuse started did this happen? 
15. What response did you get? __ 
16. Did the abuse stop after this?_ 
17. When did you next try to tell someone?_ 
18. Who did you try to tell? _ 
19. What was the response this time?_ 
20. Approximately how many people have you told about the 
sexual abuse?_ 
21. How many of these people have responded in a way which 
felt helpful and supportive to you?____ 
j 
22. What advice would you give to parents whose children 
disclose sexual abuse? 
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23. After you told _(#12) about the 
abuse, did (s)he treat you the same or differently from 
before you disclosed?_ 
24. Do you remember yourself before you were sexually 
abused? __ 
25. What were you like before the abuse? 
26. Did you change any after the abuse started? 
(if yes) In what way? 
27. Do you think that the abuse changed your childhood? 
How? 
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28. Do you think that the abuse has changed your adult 
life? How? 
29. What has been your major way of coping with the 
feelings you had about the abuse? 
30. Were you sexually abused by more than one adult before 
the age of 18?_ 
31. Have you ever been forced to have sexual contact by: 
How many times What kind of contact 
_a stranger J___—- 
_a date or casual 
acquaintance j-.----— 
_boyfriend or 
husband j--- 
a female partner J_____ 
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32. Have you ever been in an intimate relationship where 
your partner physically or emotionally abused you? Please 
describe._ 
33. How have you survived the difficulties of having been 
sexually abused as a child? 
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